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When Kolantyl goes to work, six 
good things happen for your peptic 


ulcer patient. Prescribe pleasant-tast- 
ing Kolantyl and give this six-way 
relief to your next ulcer patient: relief 


of painful gastrointestinal spasm: Neutral- 
ization of hyperacidity: Mechanical ero- 
sion minimized. Normal cellular repair 
permitted. The completeness of Kolantyl 
therapy for the treatment of peptic 
ulcer makes rational its use as the 


medication of choice in conjunction with 


. Dose: Gel— 2-4 teaspoonfuls q. 3h. or 
dietary measures. CED 
ed. J. 


45:1139, 1952. 2. Johnston, 


R.1 Ind.St.Med.Assn. 46:869,1953. 
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NEW CONVENIENT DOSAGE FORM 


A New 20-mg. VALLESTRIL Tablet 


for the suppression of lactation 


SUPPRESSION OF LACTATION PROFILES 


(BARS REPRESENT PERCENTAGES) 


Comparison of control patients with those 
receiving Vallestril indicates its merit. 


The success of Vallestril in suppressing lacta- 
tion has indicated the desirability of a new 
and more convenient dosage form. Searle’s 
new 20-mg. tablet meets this requirement. 
Only two of the 20-mg. tablets taken daily, 
for five days, suppress lactation and relieve 
engorgement and pain. 

Shook* states: “Vallestril does prevent 
breast symptoms and lactation initially, is not 
followed by secondary lactation and breast 
engorgement, does not result in withdrawal 
bleeding and does not inhibit normal involu- 
tion of the uterus.” 

Vallestril (brand of methallenestril) is a sin- 
gle chemical substance of high estrogenic ac- 
tivity, but with relative freedom from the side 
effects of nausea, withdrawal bleeding, edema 
and other adverse reactions associated with 
other estrogens. These advantages of Valle- 
stril make it preferentially useful, not only in 
suppression of lactation, but in other condi- 
tions in which estrogen therapy is indicated. 

Vallestril is now supplied in two forms: 20- 
mg. tablets and 3-mg. tablets. Dosage for in- 
dications other than the suppression of lac- 
tation is supplied in Reference Manual No. 7. 
G. D. Searle & Co., Research in the Service of 


Medicine. 


*Shook, D. M.: Management of Suppression of Lactation, 
to be published. 


Clinical trial sample of Vallestril 20-mg. tab- | SEARLE | P. . Box 5110-C 
lets and literature available on request to . . . Chicago 80, Illinois 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section, In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri, Publication Office 
(printed): 350 East 22nd Street, Chicago 16, Illinois.-One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
IIlinois- Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright, 1956 by the 
American Academy of General Practice. 
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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Hay Fever. Vincenr J. Fontana, M.D. Hay fever is 
one of the most important mantfestations of human 
hypersensitiveness. In this essay, details of diagnosis 
and treatment are carefully set out. 


Facilities for Training the Handicapped Child. James F. 


Garrett, pu.p. Dr. Garrett stresses the inade- 
quacy of facilities now available in most communi- 
ties for the special education of handicapped chil- 
dren. There is particular need for a nutionwide 
standardization of objectives. 


Syllabus of Cholecystography. M. Dietz, 
and Lyte D. Lrrron, M.p. Interpretation of 
cholecystograms can be quite accurate if some basic 
rules are hept in mind. This article presents an 
assay of the accuracy of diagnosis by cholecystog- 
raphy. 


Advice for Travelers. Kermrr H. Gruserc, 
Americans are the world’s foremost tourists. When 
they travel abroad, they need advice and protection 
from their family physician. 


Phenylbutazone in Nonarticular Rheumatism. Epwarp 
W. McCormick, .p. Phenylbutazone’s place in 
treatment of musculoskeletal disorders is still un- 
dergoing evaluation. Here are results of treatment 
in a second series of 100 patients with acute non- 
articular rheumatism; with pointers on dosage and 


Cutaneous Lesions of Dental Origin Simulating Skin 
Cancer. W. Brannon Macomser, M.D., et al. A 
firm, crusted lesion in the skin of the face usually 
suggests cancer. Sometimes, however, the lesion is 
nothing more than the exit of a sinus that originates 
in a dental abscess. 


Clinical Management of Toxemia of Late Pregnancy. 
Joun E. Linpiey, m.p., et al. Present-day anti- 
hypertensive therapy has remarkably reduced the 
threat of toxemia of pregnancy. The authors give 
full details for administration of various drugs 
that lower blood pressure. 
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But your G-E Cardioscribé 
won't notice the difference 


You get consistently dependable tracings 


Because it is “twin-stabilized,” the 
G-E Cardioscribe direct-writing elec- 
trocardiograph shrugs off the effect 
of wide variations in line voltage. 
Two completely separate stabilizing 
units assure uniform base lines, line- 
arity of tracings and absence of arti- 
facts. . .make for easier diagnosing 
from Cardioscribe tracings. 

You will — its many other 
outstanding features. You can take 
all standard extremity and chest 
leads without changing electrodes... 
paper drive swings out for simple, 


rapid loading. And the Cardioscribe 
cabinet not only offers easy-to-oper- 
ate recessed controls, but is also de- 
signed for safe, convenient carrying. 

To keep your Cardioscribe in top 
working condition, General Electric 
owns and operates 70 electromedical 
service outlets throughout the U.S. 
and Canada. 

Ask your G-E representative for 
all the facts. Or write X-Ray Depart- 
ment, General Electric Company, 
Milwaukee 1, Wis., for Pub, F-75. 


Progress /s Our Most Important Product 


GENERAL ELECTRIC 
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SECRETARY'S NEWSLETTER 


JULY, 1956 


Significant Events 


GP Editor Elected Convening in air-conditioned comfort while 12,000 col-— 
To AMA Board leagues sweltered on Chicago's Navy Pier, delegates attend— 
ing the AMA's 105th annual meeting: 

Installed Academy Member Dwight H. Murray, Napa, Calif., 
the first active general practitioner president of the AMA 
since 1867... 

Handed the president-elect assignment to AMA Trustee 
David B. Allman, an Atlantic City surgeon. . 

Elected Hugh H. Hussey, GP's medical editor, “to the AMA 
Board of Trustees (see page 5). 

Asked that the federal government's Salk vaccine give-away 
program be abandoned... 

Stressed that the private practice income of physicians 
who double as paid clinical staff members should not accrue 
to a hospital or other third-party institution... 

Overwhelmingly approved the report of Academy Member 
Wendell C. Stover's committee to study the Joint Commission 
on Accreditation of Hospitals. The report urged: (1) that 
the accreditation program be continued under the supervision 
of the agencies currently responsible; (2) that staff meet-— 
ing attendance be regarded as a local—level problem; and (3) 
that surveyors be employed by the Joint Commission. 

At the request of Academy President J. S. DeTar, a state— 
ment, added to the report, urged: (1) constant attention to 
the problem of arbitrary discrimination by hospitals against 

general practitioners; and (2) that the granting of privi- 
leges be based solely on professional qualifications and 
demonstrated ability. An opinion submitted to the committee 
by the AMA Law Department (with which some lawyers would 
argue), holds that the Joint Commission cannot withdraw ap- 
proval from hospitals for arbitrary discrimination against 
general practitioners. The standing Committee on Medical 
Practices will study this question during the coming year. 


Fewer Physicians The humid, 97-degree heat wave perhaps prompted the dis—- 
Attend Meeting COuraging physician—-registration setback. Four years ago, 
the same show played to an additional 2,000 doctors. 


C Academy Member George L. Thorpe, Wichita, Kan., was elected 


to succeed fellow member I. Phillips Frohman, Washington, 
as chairman the AMA Section on General Practice. 
All section officers are members of the Academy . 

Retiring AMA President Elmer Hess, Erie, Pa., told dele— 
; gates that the medical profession can't afford to under— 


estimate organized labor's drive for national compulsory 
health insurance. 


Academy Members p> Two Academy members will serve on a top-level advisory 
On Top Committee committee established under provisions of the recently 
Signed Military Dependents' Medical Care Act. Dr. Frank 
Berry, Assistant Secretary of Defense, has advised the 
Academy that it is to be one of five medical associations 
represented on the committee. Health agencies and insurance 
plans will also be asked to serve in an advisory capacity. 
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Vote Drive Delays 
Action on HR 7225 


The other four medical associations are the American 
Medical Association, the American Hospital Association, the 
American College of Surgeons and the American College o 
Physicians 


> A crowded legislative docket is giving Senate Majority 
Leader Lyndon Johnson (D—Tex.) time to direct a campaign 
aimed at liberalizing the provisions of HR 7225, the latest 
social security benefits bill. Much controversy centers on 
be cash OASI disability benefits portion of the proposed 
act. 

Last July 18, by a roll call vote of 372-31, the Ho 
passed HR 7225, Representative Jere Cooper's (D-Tenn_) 
social welfare bill. If enacted as written, the bill will 
provide cash disability benefits for OASI participants who 
have reached age 50. Estimated cost: $2 billion a year. 


Although the Senate Finance Committee report urged that 
the controversial provision be deleted, Senator Johnson, an 


ardent social welfare planner, has launched a campaign to 
restore the hotly contested proposal 


Look for an extremely close vote, probably during the 
second week in July. By then, Johnson believes, Congress 
will be anxious to adjourn and he will have an excellent 
chance of ramming the bill through as written. A tired 
Senate, recognizing the popularity of welfare legislation 
in an election year, may give Johnson the votes he needs. 


> On July 1, the American Academy of General Practice, in— 
cluding the editorial and business offices of GP, occupied 
the new headquarters building. The handsome, reinforced — 
concrete structure, located in the heart of Kansas City's 
expanding cultural area, is finished in brick and Indiana 
limestone. 

Architects visiting the new building praise both its 
architectural beauty and its functional design. The modern 
two-story building contains nearly 30,000 square feet of 
floor space, a full basement, and a sub-basement. Plans 
permit either vertical or horizontal expansion and a 40-car 
off-—the-street lot provides ample parking. Nearby are 
Midwest Research Institute, Kansas City University and the 
Nelson Gallery of Art. 


Formal dedication will be Saturday, September 1. The 
principal speaker will be AMA President Dwight Murray. 


USPHS Surgeon General Leonard Scheele will deliver the ban- 
quet address. Details of the dedication will appear in the 
August issue of GP. 

A State Officers' Conference will follow on September 2. 
The Academy will defray one-half of the transportation ex-— 
pense incurred by one officer from each state chapter. The 
program is being planned by the State Officers' Conference 
Committee, Harry Marchmont-Robinson, chairman, and Earl C. 
VanHorn. It will present practical information on chapter 
organization and administration problems. 

The headquarters office will make hotel reservations for 
members who wish to attend the new building dedication and 
the State Officers' Conference. A hotel reservation form 
will be published in the August issue of GP. 

The correct address of the new headquarters building is: 
VOLKER BOULEVARD AT BROOKSIDE, KANSAS CITY 12, MISSOURI. 


TELEPHONE JEFFERSON 1-0377. 
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Raymond J. Jackman, M.D., author of ‘The Management of Hemorrhoidal 
Thrombosis” has been associated with the Mayo Clinic and the Mayo Foundation 
for 20 years. He is now chief of the Clinic’s Department of Proctology and 
Associate Professor of Proctology at the Mayo Foundation, University of Minne- 
sota. Dr. Jackman, who confesses to hobbies of hunting, golf and music, was edu- 
cated at the state universities of lowa and Minnesota, is chairman of the Program 
Committee and a member of the Council of the American Proctologic Society, 
serves as a leader in county and state medical societies, and has authored 
numerous papers on various phases of colon and rectal diseases. 


Arthur G. James, M.D. co-authored with Claus Walter, M.D. the article 
‘Torus Palatinus” appearing in this issue. Dr. James is associate professor in the 
Department of Surgery and Oncology at Ohio State Medical Center and serves 
on the surgical staffs of several Columbus hospitals. Dr. James is a native Ohioan, 
was educated at Ohio State University, and, following internships and residen- 
cies, served 43 months in the United States Army. His army service was followed 
by a fellowship from the National Cancer Institute at Memorial Hospital in 
New York City. Dr. James is now a trustee of the Ohio division of the American 
Cancer Society and a diplomate of the American Board of Surgery. 


Joseph H. Kaplan, M.D. is a practicing urologist in Los Angeles, who, with 
his colleagues Harry L. Deutsch, M.D., Henry Bodner, M.D. and Allan Howard, 
M.D., wrote the article “Urinary Retention Associated with Acute Myocardial 
Infarction.” Dr. Kaplan is a graduate of the University of Illinois Medical 
School, served both internship and residency at Chicago’s Cook County Hospital. 
After army service, he took a fellowship in urology at the Mayo Clinic. Dr. 
Kaplan is associate professor of Clinical Urology at the College of Medical 
Evangelists in Los Angeles, and has published a number of articles on his 
specialty. This is his initial appearance in GP. 


Murray L. Maurer, M.D. started out as a general practitioner after graduation 
from medical school at the University of Basel, Switzerland. Following extensive 
service in World War II, he became interested in allergy and served a two-year 
preceptorship in that specialty with Dr. Will Cook Spain, is now in private 
practice limited to allergic diseases in Jamaica, New York. The author of “The 
Mechanics of Diagnosis in Allergic Disease” is clinical instructor in medicine 
at New York University Post Graduate Medical School, serves as assistant at- 
e * tending physician at Bellevue and University Hospitals, and as associate attend- 


ing physician in charge of the Allergy Clinic at Jamaica Hospital. 


John H. Moyer Ill, M.D., with co-author C. W. Daeschner, Jr., M.D., initiates 
a new Practical Therapeutics series from Baylor University’s Texas Medical 
Center in Houston with the article ‘Treatment of Acute Nephritis.” Young (39) 
Dr. Moyer already has the incredible number of 169 published articles to his 
credit. A graduate of the University of Pennsylvania School of Medicine, Dr. 
Moyer is now associate professor of Pharmacology and Medicine at Baylor 
University College of Medicine and serves on the staffs of several Houston 
hospitals. He is a director of the Houston Heart Association and holds mem- 
bership in numerous other professional medical societies. 
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edema, allergy 
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MEPROBAMATE | (2-methyl-2-n-propy!-1,3-propanedio! dicarbamate) 


x LICENSED UNDER U.S. PATENT NO. 2,724,720 


For significant relief in myositis, osteoarthritis, backstrain, and 
related conditions marked by: 

- © Muscle spasm © Stiffness and tenderness 

© Restriction of motion Pain 


As a superior muscle-relaxant, EQUANIL offers 
predictable action and full effectiveness on 
oral administration. It does not disturb auto- 
nomic function and is relatively free from 
gastric and other significant side-effects. Its 
anti-anxiety property provides important cor- 
relative value. 
Usual dosage: 1 tablet t.i.d. The dose may be ad- 

justed either up or down, according 

to the clinical response of the patient. 
Supplied: Tablets, 400 mg., bottles of 50. 


anti-anxiety factor 
with muscle-relaxing action 
. . . felieves tension 


® 
Philadelphia 1, Pa. 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Decimal Point Distortion 


Dear Sirs: 

The diagram on page 127 of the March issue is so ob- 
viously wrong, I wonder whether you used it to test the 
alertness of your readers. You must admit, it indicates an 
18 per cent wedge, not an 18 per mil one, as the statistic 
would have it. 

Incidentally, it seems to me that a distortion like this 
one really exists in the mind of the public regarding cancer, 
or else it is hard to explain the ever-increasing number of 
cancer-phobics we see in practice. 

Since the “cures” we see are still questionable, and 
since the cancer-phobe usually suffers more than the can- 
cer-afllicted, why not ease up on the pressure once in a 
while and give prominence to articles like the one Crile 
published in Life not so long ago? 

Hersert H. Suey, M.D. 
Far Rockaway, N. Y. 


The illustration was Nov intended as a test for alert readers 
like Dr. Shey. It was simple mathematical carelessness with a 
decimal point.—Mepicat Eprror 


Title Proposal 


Dear Sirs: 

Asimple suggestion which might encourage appreciation 
of the value of the modern general practitioner or family 
physician by hospitals, specialist colleagues, and patients 
alike, might be the following: 

1. Designation of the title “Fellow of the American 
Academy of General Practice” to those members certified to 
6 years’ membership in good standing (this connotesa min- 
imum of 300 hours of medical studies of which 100 hours 
are formal postgraduate courses). 

2. Designation of the title “Diplomate of the American 
Academy of General Practice” to those members certified to 
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9 years’ membership in good standing (this connotes a min- 
imum of 450 hours of medical studies of which 150 hours 
are formal postgraduate courses). 

If other readers can think of additional reasons either for 
or against this proposal, why do they not clip out this letter 
and send it with or without a note of their own to: “The 
President of the American Academy of General Practice, 
Volker Blvd. at Brookside, Kansas City 12, Missouri.” 

LEONARD CASSER, M.D. 
Cresskill, N. J. 


One More Eponym—Weber 


Dear Dr. Hussey: 

I, too, agree with the eponymic nuisance as expressed 
by reader, Dr. C. A. Cooper, and you, (Yours Truly, GP, 
February, 1956). However, in the interest of accuracy I 
disagree with the use of the term Valsalva maneuver to 
describe the forceful exhalation against a closed glottis. 
Actually, Valsalva’s use of this maneuver was to express 
fluid from the middle ear! All the physiologic changes re- 
lated to this “bearing down” process were studied by 
Weber. Therefore, except as applied to the expulsion of 
secretions from the middle ear, the forceful exhalation 
against a closed glottis should be referred to as the Weber 
experiment. 

Sot Katz, M.D. 
Associate Editor, GP 
Washington, D. C. 


Praise from Aussie Guest 


Dear Mr. Cahal: 

May I say just how much I appreciated the opportunity 
extended to me to attend your Eighth Assembly; it was an 
impressive exhibit of the strength of the general practition- 
er movement in the U.S.A. 

The scientific meeting was excellent, and I was greatly 
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impressed by the attendance of members—other than 
delegates—at the business meeting; this show of interest 
by members makes for much of the strength of your or- 
ganisation. For the privilege of attending, and for the 
many courtesies, small and large, extended to my wife and 
myself, we thank you sincerely. 

The Assembly of the Academy of General Practice will 
remain a highlight of our stay in the U.S.A. 

Dr. Brian R. Morey 

Parramatta, N.S.W., Australia 


Hidden OASI Taxes 


Dear Sirs: 

Will you kindly inquire of Dr. James L. Doenges (p. 133, 
February, 1956 GP) whether or not he is actually paying 
any social security taxes at the present time. In order to 
save time, I will reply for him, and state emphatically—NO. 

Now I would like to give our learned brother a little food 
for thought and consumption. As physicians, self-employed, 
we are all consumers of goods, foods, drugs, users of auto- 
mobiles, clothes, etc. Included in the cost of each item that 
we buy lies hidden both the employees’ and the employers’ 
tax, plus a little neat profit. There is no way to survive in 
these United States and not pay social security taxes on 
everything we use except the oxygen that we breathe. 

As the social security taxes go up and up, so will the cost 
of the things we consume. As the cost of living goes up and 
up, the value of our savings and insurance policies go down 
and down. No one can foresee what will be adequate for our 
children or our widows in ten or 20 years, but iflabor goes on 
getting raise after raise, and tax-free marginal benefits year 
after year, we as consumers are going to pay more and more. 
Also the present income taxes make it absolutely impossible 
for anyone to set aside a great deal for insurance or private 
income retirement plans. My state and federal income taxes 
greatly exceed any amount I have been able to put aside in 
insurance, and I think most doctors have this problem. 

Here we are paying taxes from which we receive no benefit 
such as income taxes, but a great hue and cry is raised over 
paying a little more than $100 per year, and possibly getting 
some benefit back, being able to go to school and drink a 
little milk at our expense. 

And don’t think that a doctor can go on raising his fees 
like other people such as the auto manufacturer does. Al- 
ready people who spend thousands a year on tobacco, cigar- 
ettes, autos, beer, television, etc., want their little $3 office 
fee paid by the government. 

I don’t know what socialized medicine has to do with social 
security, but the sooner doctors realize that they are paying 
everybody else’s social security taxes every time they spend 
a dollar, the sooner they will realize that they are rapidly 
becoming second class citizens by legislation. Their widows 
and orphans won’t even be second class if the present trend 
continues. 

The doctors of America cannot live in economic isolation, 
so they might as well get adjusted to changing times. It 
might even pay for some of them to take a correspondence 
course in practical economics. 
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I hope Dr. Doenges doesn’t use any coal in any form other 
than aspirin, because he might have a coronary when he finds 
that he is not only paying social security taxes for the coal 
miners, but also providing them with free hospitalization, 
free ambulance service, a pension after they are retired, 
their union dues of $4 per month, a $35,000 salary for John 
L. Lewis, plus a big fat expense account which is tax-free. 

I don’t think it would hurt the American public to include 
all general practitioners and their immediate families on 
social security without the doctors paying a cent into the 
fund. 

A. Cover, M.D. 
Tazewell, Va. 


Takes Issue on Requirements 
Dear Sirs: 


I have been wondering whether I read GP correctly a few 
issues ago. I cannot find the article to which I refer, but as I 
remember it, the Academy passed certain regulations for 
membership, among which were requirements that a new 
member was required to have two years of postgraduate and 
postinternship education, or one year and so-many years of 
practice, or five years of practice before he could apply for 
membership tothe Academy. I find this so unbelievable that 
I am forced to write to you and ask if what I remember is 
correct. 

The Academy has just won a long fight to restrict hos- 
pitals from discrimination against the general practitioner 
solely because he did not have specialty training. Its argu- 
ment was that a man should be judged on his ability, and 
not upon years spent in formalized training. 

Most general practice residencies in this country go beg- 
ging among interns like myself because most of us feel that 
they are of little value in comparison with an extra year as an 
intern. In most places with the exception of the one I am in 
now, the general practice resident is a junior cousin to the 
resident on the service, and does not have responsibilities. 

The majority of interns today are forced to practice medi- 
cine in the Armed Forces for two years after internship. 
Thus a total of three years of postgraduate education are 
almost mandatory. 

I hope the Academy did not pass what seems to me to be 
regulations solely aimed at making the AAGP another 
‘specialty board” or an exclusive club, now that the found- 
ers are in. I almost fear that the next step will be an exami- 
nation to see who could pass. 

I hope you will correct me—and that the AAGP did not 
pass that type of requirement. Each of us should be judged 
by what we can do, and not by the number of years we 
have put in. 

I would also like to state that I am one of the younger 
physicians who feels that physicians too should be allowed 
to choose whether or not they would like social security 
coverage, inasmuch as we pay for it anyhow. It would seem 
to me that in spite of undoubted inequities and poor control, 
the social security system is necessary, and those with a 
little more must pay for those with less. I feel that a way of 
better control would be to have complete examinations of 
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asthmatics 


more rapid relief + more certain control + greater safety 


AM I N E T - suppositories with nonreactive base 


AMINOPHYLLINE WITH PENTOBARBITAL 


Asthmatics get prompt relief and prolonged protection from 
a AmINET. Its unique base melts at body temperature...always 
releases the full therapeutic dose...does not inactivate amino- 
phylline. With Aminet Suppositories you avoid the gastric 
upsets of oral aminophylline and the cardiovascular side effects 
of adrenergics. 
Prescribe in boxes of 12: Full Strength AMINET Suppositories—amino- 
phylline 0.5 Gm. (7% gr.), sodium pentobarbital 0.1 Gm. (114 gr.), benzo- 


caine 0.06 Gm. (1 gr.). Also available, Half Strength AMINET and plain 
0.5 Gm. Aminophylline Suppositories (Bischoff). 


AMES COMPANY, INC ELKHART, INDIANA 
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the total family income and needs before giving away social 
security funds and unemployment insurance. Some people 
work a few months during a busy season, and then collect 
unemployment for the rest of the year, because they can 
make as much sitting at home as working. 

More stringent control should also be enforced for VA 
benefits. I am definitely in favor of care for those completely 
or medically indigent, but not for those who can well care 
for themselves. I think all who need help should prove it 
first, without having to degrade themselves before an investi- 
gator. 

LAWRENCE W. FRIEDMANN, M.D. 
Seattle, Wash. 


The Academy has had no intention of assuming the status of 
an exclusive club. Its prerequisites for membership were set so 
that its members could offer a better kind of medical care and 
thus serve to offset discrimination against them. 

In addition to an M.D. degree, internship, licensure and 
state medical society membership, applicants for membership 
must have completed one of the following: 

1. Two years of graduate training acceptable to and ap- 
proved by the Commission on Education. 

2. One year of graduate training plus two years of general 
practice. 

3. Three years of general practice. Credit for military 
service is allowed as graduate training or practice. 

The Academy not only requires graduate training or demon- 
strated ability through practice for membership but also contin- 
uation study for continued membership. The requirements apply 
to all active members regardless of when they joined the Acad- 
emy.— PUBLISHER 


Pat on the Back 


Dear Sirs: 

It has come to my attention that the American Academy 
of General Practice has reported unfavorably on a bill to 
pay social security for totally disabled persons at the age 
of 50 because the malingering phase might work a hardship 
on the medical profession. 

The Academy is to be congratulated on its decision in 
that respect. 


E. Ramsey 


| Columbia Falls, Mont. 


No Irrigation Problem 
Dear Sirs: 


th the February issue of GP there is an interesting 
discussion on ‘The Colostomy Patient.” To me this 
article was especially interesting because I am also a 
“colostomy patient.” 

In 1951, I received the unwelcome news that I had a 
rectal carcinoma. This necessitated my submitting to a one- 
Stage colostomy operation with, of course, a permanent 
colostomy opening as the end result. 

The colostomy opening was brought to the midline in- 
stead of laterally, and the navel was sacrificed in doing this. 
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Fortunately the tumor was small, about the size of a small 
walnut, and the laboratory reported that there had been 
no metastasis, not even to the nearest lymph gland. So far 
there has been no evidence of recurrence. 

As I was 68 years of age at the time of this operation, and 
as I had to submit, a couple of months later, to a punch 
operation of the prostate, I have remained retired ever 
since. 

Your article devoted a great deal of time to the psycho- 
logic aspect of these patients, their trials and tribulations 
with irrigations, etc. Only one patient was mentioned as 
never having irrigated, and the doctor mentioning this 
expressed a slight doubt if this was really true. 

Well, all I can say is that I am another colostomy patient 
that has never irrigated, not even once since I came home 
from the hospital. Naturally it is better that one keeps 
himself slightly constipated. This is done by watching the 
diet, and everyone, of course, reacts differently to articles 
of food. I have learned what I can eat and what I must 
leave alone. Only very occasionally have I had too much 
looseness, with soiling of clothing, but it is so rare that it 
certainly is not as bothersome as routine irrigation, waiting 
for all that water to come back, and so on. If the stool 
begins to get a little too soft, I take a few doses of Lilly’s 
Pectocel, and thus avoid accidents. 

My method of handling bowel movements is very simple : 
Around the colostomy opening I place a small doughnut of 
rolled cellucotton. Next comes a small dressing of cellucot- 
ton, 3x4 inches, in the center of which is placed a 1-inch 
small square of coarse gauze, one layer in thickness, which 
is placed directly over the opening and over the doughnut. 
Over this I place a larger dressing of cellucotton, about 9x6 
inches, and over that rubber sheeting, 10x7 inches, all held 
in place by a snugly fitting abdominal belt. 

About one hour after breakfast I go to the bathroom, and 
with gently squeezing I empty what bowel material has 
appeared. Maybe in another hour I repeat the operation; 
or, maybe not. Several times a day I may change the small 
dressing and remove small bits of material that may have 
appeared. All these dressings, even the larger 9x6 one 
when necessary, can be flushed down the toilet. 

My wife and I have done quite a bit of traveling. In 1953 
we toured the western part of the USA for a month, stop- 
ping at motels, etc. In 1954 we made a trip to Honolulu 
and toured the various islands. This past summer we toured 
northern Europe for 24% months. In August we plan to 
make another trip to Honolulu. If I had to irrigate, all 
this would not be possible. I simply couldn’t carry all that 
irrigating equipment around, let alone operating it. In 
these travels I carry a small hand bag with dressings, which 
I take to the toilet when necessary. I have a larger bag 
also, in which I have a two-months’ supply of ready-cut 
dressings. And that is all. 

In all these travels I have eaten in all sorts of places, and 
in all that time have had only one bad bowel accident, and 
that was when in a hotel and easily handled. I wouldn’t on 
a bet ever consider irrigating, and I believe most colostomy 
patients could be taught to avoid that messy procedure. 

NaME WITHHELD ON REQUEST 
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the completely different 
ataraxic... 
specifically for the 
non-psychotic, 


tense, anxious patient 


of mind 


ATARAX 


(hydroxyzine hydrochloride) 


eases tense patients into emotional calmness, 
yet leaves them mentally alive and alert 


faster-acting / ataraxic effects begin within fifteen minutes. 


more effective / relaxes tense patients on lower mg. dosage without 
disturbing mental acuity. 


greater safety / free from side effects. No toxic action on liver, blood or brain. 


Dosage: Adults, usually one 25 mg. tablet 3 times daily. 
Children, usually one 10 mg. tablet 2 times daily. 
Chicago 11, Illinois Adjust according to patient’s needs. 


Supplied: In 25 mg. (green) tablets, and 10 mg. (orange) 
tablets, bottles of 100. 
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Bigger and Better publishing and promoting should have an index, preferably 
every six months. It seems now, GP hasone. Perhaps, the 
moments of frustration (should say hours), are over. 

Now, you asked me to write to you (I’ve gone and done 
it). May I extend the same privilege to you—f this letter 
failed you, or displeased you, sit right where ‘ are and 


Dear Mr. Cahal: 

Ever since returning from the Washington meeting, I 
had been meaning to write you. We had not attended your 
Assembly for the last two or three years and apparently 
this served to emphasize the steady growth and improve- _ write me a letter. 
ment of the Academy. Your meeting this year was one of Now, should I, or should I not renew—ah!, that’s the rub! 
the nicest and best-run meetings I have ever attended. Ray G. Gomel, M.D. 

Our congratulations to you and whoever else is respon- Washington, Kans. 
sible and we shall certainly look forward to next year’s 


meeting. Tears were in our eyes when we discovered the reason why Dr. 
Rosert H. Rosinson Gomel allowed his subscription to expire. So, we took a firm grip 
Assistant Manager on our pencil, dashed off a note to report that we do publish an 
Medical-Public Health Department index to GP every six months, and forwarded copies of all in- 


The Macmillan Company, Publishers 


dices to him. Dr. Gomel’s reply follows.—PUBLISHER 
New York, N. Y. 


My Dear Sirs: 
Subscriber Yields Your kind and informative letter explains everything. I 
Dear Si regret the statement about the index, and am happy to learn 
r Sirs: 


‘ , me that you were not displeased with my letter. Actually, I had 
Eeeak you for your kindness ig eae about my read in GPabout the availability of the indices, but just never 
subscription to GP. I did not forget about it. The discon- got around to writing for them. See how indolent I am. 
taguance of the subscription was intentional. And now, may And now, a medical journal that evidences the attitude in 
tell you the reason ? . everyway of “The Sermon on the Mount” will remain on my 
First, perhaps, I should say that the articles are good, 


even outstanding; the make-up of the journal is without a 
peer, even rivals Vogue and Seventeen in its artistic make-up. 
The journal is slick, sleek and beautiful to behold. Almost 
makes one quiver to take it from its wrapping and let it slide 
through ones hands. But, I’ll give you one guess why I chose 
to let the subscription lapse. And really, tears were in my —| 
eyes when the decision to stop the subscription finally was 
resolved. 
May I, if you please, digress a line or two to say that your | 
letter of inquiry about the lapsed subscription is one of the | 
| 


Ray G. GomeEL, M.D. 


It’s good to have Dr. Gomel back with GP'!—PvuBLIsHER 


finest, artistic pieces of subtlety concerning journal subscrip- 
tions that has ever come to my office. Usually, it’s something 
like this—‘here is your name plate, tell us what to do with | 
it—or, your subscription expires next month,—or, with this | 
issue,—it, the journal, will stop immediately,” but not you 
fine folks, you gently and oh so nicely ask, have we in any | 
way offended you, please do write and tell us if there is | 
anything wrong or if we have displeased you. 
Nice of you to write so well toan old general practitioner 
way out here in Washington, Kansas. I have received per- 
haps hundreds of letters in regard to books, magazines and 
so on, but my sincere belief is that this letter received this 
morning was the best one ever to come to my attention. So, 
you see, we do appreciate your kind attention to details. 
_ Have you guessed why I let the subscription lapse ? Well, 
it was this way. Many a time I would read an article. A few 
weeks later something would come up and I would wish to 
review the article, like the excellent one on inguinal hernia. 


[ tape recorded that article, and played it back time after “1 know that the human body is a wonderfully con- 
time, but—when I tried to find the article—now you know structed, sensitive, beautiful mechanism ... and in case 
—No Invex. I would wear myself out looking, looking, look- you've forgotten . . . we're playing bridge tonight!” 


ing, again, and again, and again, the same thing. May I 
State pointedly and bluntly—that any journal that is worth 
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a surface closure for small wounds | 
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With the use of Food 
and many delicious Knox recipes 


Newest Knox Brochure 
Aids Dietary Management of Diabetics 


Although more than 50% of diabetics can be man- 
aged with proper diet, continued success is de- 
pendent upon proper motivation of patients. 
Determination to abide by dietary restrictions is 
also important for the diabetic being managed 
with insulin. 

The new Knox booklet ‘(New Variety in Meal 
Planning” has been prepared to help the physician 
enlist the patient’s enthusiasm for dietary meas- 
ures and to help maintain this enthusiasm. It 
explains the importance of diet to the diabetic, 
shows him how to use the newest dietary advance 
—Food Exchange Lists'—and then describes how 
to provide tasty variety with 14 pages of tested, 
diabetic recipes. 

“New Variety in Meal Planning” makes no 
attempt to prescribe a system of treatment. It shows 
how the recipes described may be used to good 


GP juiy 1956 


advantage in practically any system of diabetic 
management. If you would like a supply for your 
practice, use coupon below. 


1. Developed by the U. S. Public Health Service assisted by committees of The 
American Diabetic Association, Inc. and The American Dietetic Association. 


Knox Gelatine Company 
Professional Service Department GP-16 
Johnstown, N. Y. 


Please send me copies of the new Knox 
diabetic brochure describing the use of Food 
Exchange Lists. 


YOUR NAME AND ADDRESS 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Kenneth B. Babcock, M.D. 
A Defender... 


UNRUFFLED, EQUABLE Kenneth B. Babcock, chairman of the Joint 
Commission on Accreditation of Hospitals, was the calm and able 
defender at the recent AMA Chicago sessions of his group’s work 
in determining type and quality of medical practice within hos- 
pitals. At those meetings the AMA Committee to Review the Func- 
tions of the Joint Commission filed its first report, made the com- 
mission subject of much pro and con discussion among delegates. 
Dr. Babcock, a surgeon, was formerly medical director of Grace 
Hospital, Detroit, Michigan, has won wide acclaim for his bal- 
anced, judicial leadership of the much-maligned commission. Dr. 
Babcock attended the AAGP Washington meetings last March, sat 


in on sessions of the Reference Committee on Hospitals, cleared 


up many misunderstandings and misinterpretations that arose at 
that time. “We need 20 Ken Babcocks,” declared Dr. Stanley R. 
Truman at the conclusion of those meetings. Dr. Truman, past 
president of the AAGP, is presently a member of the JCAH. 


William A. Sawyer, M.D. 
A Presiding Officer . . . 


PRESIDING OFFICER at the recent Fourth Conference on Medical Care 
in the Bituminous Coal Mine Area, sponsored by the AMA’s Com- 
mittee on Medical Care for Industrial Workers, was Dr. William A. 
Sawyer, chairman of the joint committee of the AMA Councils on 
Medical Service and Industrial Health. Conference objective—‘‘to 
develop better liaison between state medical associations and fund 
administrators for the amicable resolution of mutual problems 
stemming from the desire to improve quality of medical care in the 
bituminous coal mine area” was carried on by reports, discussion 
of current problems and suggested solutions. A few weeks later, 
Dr. Sawyer was present for the dedication and opening of the 
series of ten hospitals built by the United Mine Workers Health 
and Welfare Fund to care for mine workers and their dependents, 
for whom many Academy members render service. Dr. Sawyer, 
prominent in the field of industrial medicine, is now medical con- 
sultant to the International Association of Machinists. 
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David B. Allman, M.D. 
A President-elect . . . 


NEW PRESIDENT-ELECT of the American Medical Asso- 
ciation is Dr. David Bacharach Allman of Atlantic City, 
N.J. Dr. Allman, a 65-year-old surgeon, was unani- 
mously selected by the AMA Congress of Delegates at 
its recent Chicago meetings and will take office as the 
Association’s 111th president at the New York City 
session June 3-7, 1957. This top honor in American 
medicine climaxes a long and colorful career for Dr. 
Allman, who has served on the AMA Board of Trustees 
since 1951. As chairman of the AMA Committee on 
Legislation, he reviewed and studied all federal legis- 
lation affecting the health of the American people. He 
has found time outside of organized medicine for wide 
contribution to charitable and philanthropic activities, 
serves pleasantly and extracurricularly as official phy- 
sician to the Miss America Pageant. A native of Phila- 
delphia, Dr. Allman was graduated from Jefferson 
Medical College, saw service in both World Wars. He 
isnow senior consulting surgical chief for the Atlantic 
City Hospital; medical director and vice chairman of 
the board of the Betty Bacharach Home for Afflicted 
Children; consulting surgeon to the Atlantic County 
Hospital for Tuberculosis; and consulting surgeon to 
the Atlantic City Hospital for Mental Diseases. He 
isa trustee and chairman of the finance and budget 
committee of the Medical Society of New Jersey, and 
president of the Board of Medical Examiners of New 
Jersey. His wife, Katherine, served as president of the 
AMA Woman’s Auxiliary in 1949-50. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as 

well as other medical meetings in which general practi- 

tioners will have an interest, will appear here monthly. 

*Classified by the Commission on Education as accept- 

able for postgraduate study credits under Category I. 

*Jul. 15. Virginia and West Virginia chapters, symposium 
White Sulphur Springs, W. Va. 

*Jul. 25-27. University of Tennessee, course in abdo- 
minal surgery, Memphis. 

*Aug. 12. Kentucky and Tennessee chapters, third annual 
Kenlake Seminar, Keniake Hotel, Cadiz, Ky. 

Aug. 13-16. National Medical Association, inc., 61st 
annual meeting, Hotel New Yorker, New York 
City. 

Aug. 19-23. American College of Chest Physicians, 
fourth international congress, Cologne, Germany. 

Aug. 20-31. Public Health Service, et al., course on 
serology of syphilis, venereal disease research 
laboratory, Chamblee, Ga. 

Aug. 20-Sept. 1. Michael Reese Hospital, course in 
electrocardiographic interpretation for graduate 
physicians, daily, Chicago. 

Sep. 3-5. American Association of Blood Banks, ninth 
annual meeting, Somerset Hotel, Boston. 

*Sep. 6-7. South Carolina chapter, eighth annual meeting, 
The Clemson House, Clemson. 

Sep. 9-14. American Congress of Physical Medicine and 
Rehabilitation, 34th annual scientific and clinical 
session, The Ambassador, Atlantic City. 

*Sep. 10—Nov. 2. Post-Graduate Medical School of New 
York University-Bellevue Medical Center, full time 
eight-week comprehensive course in occupa- 
tional medicine for physicians, New York City. 

*Sep. 11-13. Wisconsin chapter, ot al., circuit teaching pro- 
gram on arthritis, dermatology, pediatrics and sur- 
gery, LaCrosse, Eau Claire, Superior. 

*Sep. 13-15. Oregon chapter eighth annual meeting, 
Portland. 

*Sep. 13-15. lowa chapter, eighth annual meeting, Savery 
Hotel, Des Moines. 

*Sep. 16-18. Wisconsin chapter, eighth annual meeting, 
Milwaukee Auditorium, Milwaukee. 

*Sep. 16-19. Texas chapter, seventh annual meeting, Sham- 
rock-Hilton, Houston. 

Sep. 17-20. American Hospital Association, meeting, 
Chicago. 

Sep. 17-28. Public Health Service, et al., course on 
serology of syphilis, venereal disease research 
laboratory, Chamblee, Ga. 

*Sep. 19-20. Ohio chapter, ninth annual meeting, Veterans’ 
Memorial Building, Columbus. 

*Sep.19-20. Mississippi chapter, eighth annual meeting, 
Heidelberg Motel, Jackson. 

*Sep. 20-22. Idaho chapter, fourth annual meeting, Civic 
Auditorium or Hotel Bonneville, idaho Falls. 

Sep. 24-27. Kansas City Southwest Clinical Society, 34th 
annual fall clinical conference, Municipal Audi- 
torium, Kansas City, Mo. 

*Sep. 26.Massachusetts chapter, fall clinical assembly and 
annual meeting, Hotel Statler, Boston. 

*Sep. 29. Vermont chapter, sixth annual meeting, Wentworth 
by the Sea, Portsmouth. 
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How CARNATION INSTANT 
provides new dietary advantages not possible 
with other forms of nonfat milk 


Because Carnation Instant is a new crystal than supplied by bottled nonfat milk. The 
form of nonfat dry milk, the physician may newcrystal form may also be added to whole 
specify a greater ratio of milk solidstowater milk to increase its nutritive content. 


New! INSTANT 


we 


WHEN PROTEIN NEEDS ARE HIGH, 


the physician may recommend the ad- 
dition of 1144 cups Carnation crystals 
to each quart of whole milk. This dou- 
bles the protein, calcium and B-vita- 
min content. 


WHEN LIQUIDS ARE RESTRICTED, 
the physician may specify an addi- 
tional heaping tablespoon of Carna- 
tion crystals per glass (or 14 cup addi- 
tional crystals per quart.) This “self- 
enrichment” provides a 25% increase 
in protein, calcium and B-vitamins 


with on Yen in liquid bulk. The use of Carnation Instant in 


whole milk is of value for children 


25% “self-enriched” Carnation 
Instant also provides a more familiar 
heavier texture and richer flavor, 
well-liked by patients who are 


who are in a temporary phase 
of “milk resistance”...and is also 
useful in increasing the protein 
in convalescent diet without 


accustomed to drinking whole milk. increasing bulk. 


Fresh milk flavor, delicious for drinking. 
Mixes instantly in ice-cold water. 

Does not cake or harden in the package. 
No special recipes needed. 

Economical, available everywhere. 


Other advantages 
of the Carnation exclusive 
Crystal Form 
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To Write, First Read 


Tue “ANNuAL Book Issuz” oF Sctence this year is de- 
pressing. It begins with an editorial that points to a 
declining interest of Americans in books. It seems our 
reading habits have been under surveillance by the 
American Institute of Public Opinion for the last 20 
years. In the most recent survey, the editorial reported, 
“no more than 17 percent of all adults were to be found 
reading books. . . . The comparable figure in 1937 was 
29 percent. The trend is apparently downward.” 

The editorial concludes: ‘The relatively small— 
and apparently declining—number of people in the 
United States who read books should be a matter for 
general concern. We have heard much about Rudolf 
Flesch’s book, Why Johnny Can’t Read, a book that 
has been widely discussed. Whether or not Johnny 
can read is one thing, whether or not he does when he 
grows up is another. The answer apparently is: sel- 
dom.” 

For those who are not alarmed about this “evidence 
of a grave cultural inadequacy and an even graver cul- 
tural decline,” maybe the lead article of that same 
issue of Science contains an important message. It is a 
plea by James Thurber for a new kind of therapist—a 
psychosemanticist. Thurber blames the “old Com- 
munist intellectuals” as originators of a decline of ex- 
pression in America. As he sees the problem, “Once 
the political terminologists of all parties began to 
cross-infect our moribund vocabulary, the rate of de- 
generation became appalling. Elephantiasis of cliché 
set in, synonym atrophied, the pulse of inventiveness 
slowed alarmingly, and paraphrase died of impaction. 
Multiple sclerosis was apparent in the dragging rhythms 
of speech, and the complexion of writing and of con- 
versation began to take on the tight, dry parchment 
look of death. We have become satisfied with gangren- 
ous repetitions of threadbarisms, like an old man cack- 
ling in a chimney corner, and the onset of utter 
meaninglessness is imminent.” 
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Editorials 


According to Thurber, something like a psycho- 
semanticist is needed to refresh the dying trade of 
words. 

Of course, it’s always hard to be sure when Thurber 
is serious. And physicians may have the notion that 
impoverishment of expression is no concern of theirs. 
Not so. As John R. Baker shows in “English Style in 
Scientific Papers,” physicians and other scientists are 
stifling communication. Their essays lack clarity. They 
contain three main kinds of error—those of grammar, 
grandiloquence, and German construction. 

Baker does not try to give a lesson in grammar. 
**Yet,”’ he contends, ‘‘anyone who is intelligent enough 
to carry out scientific research at a university can 
easily grasp in 15 minutes everything that it is essential 
to know about the use of present participles and ger- 
unds.” He has more to say about the evils of grandilo- 
quence—the use of long words when simpler ones 
would be better, genteelism (“‘sacrificed” for “killed”’), 
deliberate use of archaic words (“‘save”’ for “‘except”’), 
and incessant use of vogue-words. 

Worst of all, in Baker’s opinion, is the common use 
of German construction—a piling up of qualifying 
words other than adjectives in front of the noun they 
qualify (‘a methylene blue stained preparation of rab- 
bit ear skin”). He blames this on the fact that many 
American scientists are of German descent. 

One way to cure imperfect style in writing is by 
example. As Baker says, “Good reading makes good 
writing.”” He mentions the books of people like Ma- 
caulay, P. G. Wodehouse, and Sir Winston Churchill. 

So now we’ve come full circle. Fewer people are 


reading books. 


Hypoglycemic Effect of Sulfonamides 


Last YEAR there were reports from abroad that oral 
administration of certain sulfonamides (sulfonyl ureas) 
favorably influenced diabetes mellitus. Those results 
have been confirmed in studies by various investigators 
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in the United States. Their reports were published 
in Science, dated April 6, 1956, and in the Journal of 
the American Medical Association for April 14, 1956. 

The compounds that have received greatest atten- 
tion to date in this country are carbutamide and 
tolbutamide. These drugs have been shown to have 
a hypoglycemic effect in experimental animals and 
in human subjects, some of whom were diabetics. 

The mode of action of the sulfonyl ureas has not 
been fully elucidated. It is proposed that they act by 
inhibiting an insulin-destroying enzyme, insulinase. 
For that reason, in effect, more endogenous insulin 
is made available for action. These sulfonamides are 
therefore spoken of as “insulin-sparing” drugs. 

In some of the animal experiments, it was shown 
that a sulfonyl urea compound does not deplete liver 
glycogen (even causes it to increase). In that respect, 
these sulfonamides differ from certain agents that 
cause hypoglycemia by reducing stores of liver gly- 
cogen as a result of toxic action upon the liver. 

To date, there have been no serious toxic effects 
of the drugs. Some patients have shown a decrease 
in circulating granulocytes due to maturation arrest 
in the bone marrow. There is also a tendency for the 
drug to depress I'*' uptake by the thyroid gland. These 
effects disappear quickly when the drug is stopped. 
Long-term toxicity studies are in progress. 

The current methods of the management of dia- 
betes have been satisfactory, but the fact that insulin 
is effective only when given by injection has always 
been a disadvantage. Sulfonamide compounds cur- 
rently being investigated may or may not prove to be 
safe, effective insulin-sparing agents. Much study of 
the problem remains to be done. Meanwhile, however, 
you can’t blame physicians and diabetic patients for 
hoping that we may be on the brink of an era of 
needle-less treatment of diabetes. 


So Little Time 


In pLaces where doctors congregate, after the usual 
small talk has worn thin, the conversation inevitably 
comes down to case histories. As time wears on the 
stories grow taller and better, improved by the telling, 
until each medic has told his best one—the appendix 
that was wrapped around the ureter, the pre-eclamptic 
with a blood pressure of 330, the old man with cancer 
of the prostate who lived for 20 years. Almost always 
the story ends with “when I have a little time I’m 
going to write up that case.” 

So spoke the ancients before us. Most of them, that 
is. Some took the time to contribute great works. 
Da Vinci took time from his painting to observe and 
record the most accurate anatomical sketches of his 
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period. Hunter slept only four hours at night but cles- 
cribed the chancre, discovered collateral circulai ion, 
invented a new operation for popliteal aneurysm, and 
devised a method of feeding patients through a stoniach 
tube. Cushing, one of the first group of meticulous 
surgeons, carried on a busy practice of brain surgery, 
wrote lengthy operative notes of each case, illustrated 
by original drawings, and found time to write an ex- 
haustive biography of Sir William Osler. 

Few great contributions have been made by men 
with plenty of leisure. They have been eked out on 
borrowed or stolen time, brewed in the backs of active 
men’s minds and brought forth with work and sweat. 

Why not begin that article today? 


Dog Roundworm Disease 


THE DOG TRADITIONALLY SHARES the hearth with the 
family, but not the plumbing facilities of the bathroom. 
The’ ritual of house-breaking is familiar to all dog 
owners. As the puppy matures, he learns eventually 
that calls of bladder and bowel are to be answered 
out of doors only. For house-dwellers, the back yard 
is the usual depository for dog’s excreta. 

This arrangement works fine as far as cleanliness 
of the house is concerned. Moreover, the devoted dog 
owner doesn’t mind policing the back yard for dog 
droppings, thereby insuring that lawn mowing and 
other garden work can be done without annoyance. 
However, even the tidiest-appearing back yard may 
be hazardous to children who share its confines with 
brother dog. 

Children before the age of 5 put all kinds of things 
in their mouth. Some of them develop pica and become 
confirmed dirt eaters. When the soil is contaminated 
by dog roundworm ova (Toxocara canis), illness may 
result. 

On reaching the human intestine, embryonated ova 
of the dog roundworm mature to a larval stage and 
migrate throughout the body. The resulting illness, 
visceral larva migrans, is being recognized with in- 
creasing frequency. 

The syndrome varies greatly, depending upon the 
extent and severity of organ involvement. In mild 
cases, there may be nothing more than a transitory 
spell of vague “sickness,” distinguished only by a 
marked eosinophilia. With more extensive involve- 
ment, there may be skin rashes, hepatomegaly, 
splenomegaly, and pulmonary infiltrations with wheez- 
ing. The problem becomes truly serious when the 
brain (convulsions) or the eye (choroiditis, other dis- 
orders) is affected. 

In reporting the occurrence of visceral larva migrans 
in three out of four children of the same family, 
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Heiner and Kevy disclosed the wide spectrum of the 
disease. One child was critically ill—nearly died, 
another had mild transitory symptoms, and the third 
did not appear sick at all—had only leukocytosis 
(17,000) with 59 per cent eosinophils. That report, as 
published in the New England Journal of Medicine for 
April 5, 1956, noted that hyperglobulinemia (gamma 
globulin) is another feature of the syndrome. 

It is indeed disquieting to learn that man’s best 
friend is such a menace to the health of the family 
offspring. But before you rush out to trade your dog 
for a cat, wait a minute. Cat roundworms (Toxocara 
mystax) are also thought to produce visceral larva 
migrans. 

Seriously though, this is a preventable disease. 
Measures suggested by Heiner and Kevy include (1) 
removal of the infected dog or cat from the household, 
(2) frequent deworming of the pet under supervision 
of a veterinary physician, (3) plowing or turning 
under the soil near the house, (4) prevention of pica 
in children. 


Uncle Wilfred 


WueEn Uncle Wilfred’s class held its reunion at the 
medical school last month, a rush of deliveries kept 
him at home. Always a man to save words, he wired 
his classmates simply, 


“Nehemiah six:three.” 


Papillary Carcinoma of the Thyroid 


Eprrors are always writing about paradoxes. One of 
the latest to demand attention concerns papillary 
carcinoma of the thyroid. Years ago when physicians 
and public alike were less cancer conscious, this 
thyroid tumor followed a relatively benign course 
and rarely if ever spread to distant sites. Now, with 
everyone desirous to eradicate almost every kind of 
lump, papillary carcinoma of the thyroid seems much 
more deadly, and instances of distant metastasis are 
being reported. 

In his essay on the subject in Surgery, Gynecology 
& Obstetrics for February, 1956, Crile resolves the 
paradox. He likens papillary thyroid cancer to a 
pimple: “‘if it is left alone or treated gently, it is not 
apt to give much trouble. But if a papillary carcinoma 
is treated roughly, if it is pricked and squeezed, then, 
it can become a serious, even a fatal, disease.” 

So it is that Crile attributes the worsening experi- 
ence with papillary carcinoma to surgical muddling. 
In his experience with 107 cases of the disease, there 
were 23 patients who had had biopsies of the tumor 
or incomplete operations on the thyroid before they 
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consulted him. None of those tumors had originally 
been large or inoperable. Yet at the time of secondary 
operation, results were as follows: 

Cancer found seeded in skin and scar, or in muscle 

remote from the thyroid tumor—I7 cases. 

Incidence of distant metastases ten times as high as 

in patients whose tumors had not been cut into. 

Failure to eradicate the disease, regardless of extensive 

operation—S8 cases. 

This does not imply, of course, that papillary 
cancer should not be approached surgically. Indeed, 
the results of surgical treatment are superb, but only 
when the operation has not been preceded by biopsy 
and when the operation accomplishes the removal 
of the tumor in an intact state. Thus, in a series of 
84 consecutive cases in which there had been no 
biopsy or incomplete operation beforehand, Crile 
reported that surgical treatment was 100 per cent 
effective. 

In sum, Crile’s results do not deprecate surgical 
treatment of papillary carcinoma of the thyroid. They 
do emphasize the importance of technique—in par- 
ticular the need for avoidance of operations that are 
only meddlesome. 


Medical Costs 


A paTiENT who has been hospitalized for a long period 
of time because of a major illness doesn’t need to be 
briefed on the high cost of medical care. Whatever he 
had anticipated that his hospital bill would be, he 
probably had an unpleasant surprise when the total 
was finally computed. Pathological examinations, 
x-rays, laboratory tests he could not even remember, 
intravenous fluids day by day, and anesthesia, all 
added up to an alarming total. More than likely he 
talked with his doctor about it, and they both scratched 
their heads to figure it all out. 

The fact is that physicians themselves are growing 
a little gun-shy of hospital bills. Complaints mount up 
and dissatisfied patients are not good advertisers for 
the profession. So, eventually, doctors are beginning 
to think twice before ordering lists of laboratory tests, 
complete x-ray series, electrocardiograms and metabo- 
lism studies. This tendency in general is good, for it 
limits the indiscriminate employment of the laboratory 
in replacement for diagnostic skill. 

The profession must remember, however, that a 
patient comes to the doctor for, and is entitled to re- 
ceive, the best that medicine can offer in diagnosis and 
treatment. If finding the cause of symptoms, or if 
proper treatment proves to require time and money, 
it is still the duty of the doctor to spend them, regard- 
less of cost. He may help the patient seek financial aid 
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or the same services on a clinic basis, but he must not 
eliminate tests that may be needed for a satisfactory 
result. 

Among other things involved when necessary pro- 
cedures are omitted, the physician may render him- 
self liable for a suit for negligence. 


Postoperative Pancreatitis and Cholecystitis 


COMPANION ARTICLES IN Surgery, Gynecology ¢ Obstetrics 
for February, 1956, were concerned with two serious 
surgical disorders occurring in a strange setting—the 
period following a surgical operation for an unrelated 
condition. Thus Frieden discussed 22 cases of post- 
operative acute pancreatitis, while Glenn and Wantz 
reported 18 cases of postoperative acute cholecystitis. 

In all but four of the cases of postoperative acute 
pancreatitis, it was plausible to propose that the pan- 
creas, its vascular supply, or its ductal system may 
have been injured at operation. These were cases in 
which operations had been performed upon the stom- 
ach (mainly resections), the biliary system, or the 
pancreas itself. In the four exceptional cases, the oper- 
ations seemed remote anatomically and otherwise to 
the pancreas. To explain this phenomenon, Frieden 
suggested that other mechanisms may well predispose 
to acute pancreatitis during the postoperative state. 
These include (1) duodenal stasis and distention; (2) 
sludging and thickening of pancreatic secretions due 
to dehydration, atropine, and ether anesthesia; (3) 
spasm of duodenal musculature and of the sphincter 
of Oddi due to morphine or codeine; (4) pre-existing 
chronic pancreatitis (demonstrated in ten of the 22 
cases). 

In the experience of Glenn and Wantz, pre-existing 
biliary-tract disease was a major factor in the patho- 
genesis of postoperative acute cholecystitis. Even so, 
it was necessary to discover other factors that would 
account for the onset of the trouble specifically as a 
part of the postoperative state. In that connection, the 
authors made a plausible case for the following se- 
quence of events. 

After a major surgical procedure, patients undergo 
a period of fasting. During that time the gallbladder is 
likely to become filled with concentrated bile. Then 
when the first food is eaten, the efforts of the gallbladder 
to empty itself may be frustrated because of the vis- 
cosity of the bile. This effect would be intensified by 
other factors that promote biliary stasis—duodenal dis- 
tention, drug-induced spasm of the sphincter of Oddi, 
pre-existing biliary tract disease. The effect would also 
be intensified if the gallbladder contractions were ex- 
traordinarily vigorous, as they might be if the first food 
ingested were high in fat content. In any event, the 
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forceful attempt of the gallbladder to empty itself. in 
the face of a relative obstruction, provides a suitable 
background for changes that culminate in acute chole- 
cystitis. 

It is quite apparent that these two serious posto) er- 
ative diseases—pancreatitis and cholecystitis—have 
certain features in common, other than the time of 
occurrence. For example, in the matter of pathogenesis, 
they share such factors as duodenal stasis, ductal 
spasm, increased viscosity of secretions (bile or pan- 
creatic juice), and the bad influence of opiates. Clin- 
ically, it is well known that acute pancreatitis and 
acute cholecystitis are difficult to differentiate. Indeed, 
sometimes the two diseases occur in combination. It 
seems curious, therefore, that Frieden, in discussing 
postoperative acute pancreatitis, took little or no notice 
of postoperative cholecystitis. And Glenn and Wantz 
did not mention pancreatitis in their description of 
the other postoperative disorder. 

This fact is all the more curious since treatment 
would be quite different for the two conditions. Thus 
Glenn and Wantz advocated early surgical treatment 
for postoperative cholecystitis. In contrast, the treat- 
ment of acute pancreatitis, as outlined by Frieden and 
as practiced currently by most surgeons, is mainly 
nonsurgical—continuous nasogastric suction, paren- 
teral fluid and electrolyte replacement, a vagal blocking 
agent, and a broad-spectrum antibiotic. As might have 
been expected from the remarks about pathogenesis 
in the two disorders, the articles presented some quite 
similar ideas about prophylaxis. 

Probably the editor of Surgery, Gynecology e& Ob- 
stetrics had all these thoughts in mind when he placed 
the two articles side by side in the same issue of the 
journal. 


Should We Treat Hypertension Early? 


IT HAS BEEN a common belief (which I have shared) 
that the more effective treatments for hypertension, 
particularly the ganglionic-blocking agents and surgical 
sympathectomy, should be reserved for patients having 
advanced disease with definite evidence of organic 
damage. Like all opinions this policy needs critical re- 
view from time to time in the light of new knowledge 
and greater experience. 

Evidence derived from muscle and renal biopsies 
taken early in the course of essential hypertension in- 
dicates that there is no intrinsic organic thickening of 
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the arterioles. The primary fault seems to be a func- 
tional constriction of these small vessels due to dis- 
turbances in the control of vascular tonus, the nature 
of which has eluded, thus far, the understanding of 
all investigators. 

Regardless of our ignorance of the ultimate cause of 
the disturbance in blood pressure regulation, however, 
there is considerable evidence to indicate that the pres- 
ence of a high pressure in the arterial tree, and nothing 
else but this high pressure, creates all the organic mani- 
festations that lead to the final disability and eventual 
death of the patient. There can be little doubt that the 
hypertrophy and dilatation of the left ventricle are the 
direct result of the increased resistance against which 
the left ventricle must eject a normal output, and 
which eventually leads to heart failure. There also 
seems to be a correlation between the distention of the 
aorta seen in hypertensive patients and medial necrosis 
with dissecting aneurysm. Similarly, an elevation of 
pressure in the arterial tree seems to provide the most 
reasonable explanation for the high incidence of cere- 
brovascular hemorrhages in hypertensive patients. 

The question also has been hotly debated as to 
whether arteriolosclerosis and arteriolonecrosis are pri- 
mary processes or secondary to the hypertension. A 
significant observation in this regard was made by 
Goldblatt. When he produced “malignant” hyperten- 
sion in the dog by constricting one renal artery with a 
clamp, he found that this kidney, which was protected 
from a high arterial pressure because of the clamp, did 
not develop vascular lesions. However, the opposite 
kidney whose arterioles were subjected to marked ele- 
vations of pressure, developed both arteriolosclerotic 
and arteriolonecrotic lesions. Observations of the hu- 
man fundi in patients who respond well to hypotensive 
therapy showed that, in the earlier cases, thickening of 
arterioles can regress after prolonged reduction of 
blood pressure, but that this did not occur in the pa- 
tients with advanced “silver wire” changes. 

There is much evidence pointing toward the fact 
that hypertension promotes the development of athero- 
sclerosis. Nature has performed some of the most 
critical experiments. Recently a young man died from 
a ruptured cerebral aneurysm. There had been severe 
hypertension as a result of coarctation of the aorta. At 
autopsy the aorta above the coarctation, that is, the 
portion subjected to high pressure, was markedly scle- 
totic as were the cerebral arteries. Beginning imme- 
diately below the coarctation, in the portion with low 
blood pressure, there was a sharp dividing line below 
which no sclerotic lesions were visible. The renal 
vessels, also in the low pressure region, were normal, 
whereas the cerebral vessels in the high pressure region 
were sclerotic. 
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There are reports of severe atherosclerosis of the 
pulmonary arteries in patients with congenital heart 
lesions who develop relatively high pressures in the 
pulmonary vascular tree. Atherosclerosis of the pul- 
monary arteries is extremely rare unless the pressure 
in this system becomes elevated. It is well known that 
women do not develop coronary atherosclerosis with 
the same frequency as men, yet the incidence of 
coronary artery disease in hypertensive women is in- 
creased and is the same as in men. 

The accumulation of this and other evidence pre- 
sents a cogent argument for the treatment of hyper- 
tension early before vascular damage has occurred. It 
is true that many benign hypertensives live out a nor- 
mal life span, but who can predict which patient will 
survive and which will develop complications? Life 
insurance statistics based on hundreds of thousands of 
cases (which levels out the exceptions) indicate that 
there is a continuous correlation between blood pres- 
sure levels and longevity. In their analysis, persons 
with “subnormal” blood pressure live longer than 
people with normal blood pressure, and in the hyper- 
tensive range, the higher the pressure, the shorter the 
life span. 

Our present reluctance to use more potent and effec- 
tive hypotensive agents because of their supposed 
“*toxicity”’ also needs to be reexamined. It is significant 
that despite extensive use of pentolinium tartrate (An- 
solysen) both in this country and abroad, not a single 
death has been reported from its use. On the other 
hand, there have been several reports of suicides re- 
sulting from depressions directly caused by the “‘be- 
nign” agent, Rauwolfia. Yet no one hesitates to use 
this drug in the most benign cases of hypertension. I 
personally know of several such suicides that have not 
been reported, and the incidence probably is much 
higher than medical writings indicate. Which is the 
more deadly drug, the potent blocking agent, or the 
benign tranquilizer? 

It is true that the effective and safe use of such 
agents as pentolinium tartrate, mecamylamine and 
ecolid require a technique of administration that is 
more difficult than Rauwolfia. But the evidence already 
presented suggests that the technique should be more 
widely learned and employed. Furthermore, it has been 
my experience that the patients with early hyperten- 
sion, especially those without renal damage, are far 
more easily controlled, with fewer side effects, than 
the patients with advanced hypertension. 

These views are not presented as dogma. Indeed, 
they have been developed to show the other side of an 
argument that seems to have many points in its favor 
and that merits earnest consideration. 

—Epwarp D. Freis, M.D., Washington, D.C. 
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A diagnosis of allergy as a basis for a patient’s symptoms 

is suggested by (1) a history of antecedent allergy, 

(2) a history of other definite allergies in the patient, either 
past or present, (3) a long-standing history of recurrent attacks 


at longer or shorter intervals, or a continuous symptom complex 
not adequately explained on any other medical basis, 


(4) the presence of blood eosinophilia not attributable 

to intestinal parasites, (5) well-marked positive skin tests, 
properly confirmed, (6) the existence of definite symptoms 
frequently present in many of the accepted diseases of allergy. 


The Mechanics of Diagnosis in Allergic Disease 


BY MURRAY L. MAURER, M.D. 


Department of Medicine, New York University 
Post-Graduate Medical School, New York City 


ALLERGY is a condition of altered reactivity occurring in 
response to a specific stimulus. There is no comparable 
response in average individuals. In this sense the terms 
hypersensitivity, hypersensitiveness and sensitization 
are synonymous. 

In attempting to arrive at a diagnosis of hypersensi- 
tivity, the first question one should ask is whether or 
not one is dealing with an allergic condition, and if so, 
what is the specific cause of the signs and symptoms of 
which the patient complains. The answer to these 
queries is obtained only as a result of a study that com- 
prises a detailed and intimate history, a thorough physi- 
cal examination, laboratory tests, special and specific 
skin tests as well as certain clinical observations to test 
the accuracy and completeness of the diagnosis. 


Pathology and Pathogenesis 


The pathology of allergy is characterized by edema, 
as seen in hayfever, vasomotor rhinitis, asthma and ur- 
ticaria; inflammatory changes, as seen in eczema; peri- 
vascular changes, as seen in polyarteritis nodosa; and 
involvement of connective tissue, as seen in eosinophilic 
granuloma. 

Anaphylaxis is a special immunologic type of in- 
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duced protein sensitivity in man or experimental ani- 
mals. Here the anatomic picture is dominated by cer- 
tain organ alterations due to a functional hyperactivity 
of smooth muscle without apparent tissue damage. This 
is properly considered to be a subdivision of allergy. 
Examples of anaphylaxis are the expansion of the lung 
due to bronchial spasm seen in general anaphylactic 
shock in man as well as in the guinea pig. In the rabbit, 
anaphylactic shock produces right ventricular dilata- 
tion due to pulmonary artery spasm. 

The production of the allergic reaction depends on 
the release of an irritating substance that is produced 
by the interaction of a material that specifically evokes 
the abnormal response (antigen or allergen) and the 
antibody. This irritating substance, called the ‘‘H” sub- 
stance, may or may not be histamine or histamine-like. 

The release of this irritating substance, particularly 
in the capillary bed, causes edema of the tissues. The 
site of the edema determines the clinical symptoms. 
This in turn determines the classification of clinical 
allergies. 

The organ or tissues involved in this allergic reaction 
is called the shock organ. In allergic rhinitis the mucous 
membranes of the nose would be the shock organ. 

In man, in whom the hereditary tendency exists, the 
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antibodies apparently are spontaneously produced. 
This is in contradistinction to the artificially induced 
state of altered reactivity as seen in the experi- 
mental animal, These so-called skin-sensitizing anti- 
bodies, or reagins, are often present long before 
symptoms appear and may persist long after clinical 
sensitivity is lost. 


Classification of the Allergies 


The allergies therefore include the physiologic (in- 
duced or nonspontaneous) form of allergy. This form can 
occur in 100 per cent of the population. Heredity plays 
no role. In animals this phenomenon is known as ana- 
phylaxis. In other words, it is an artificially induced 
hypersensitiveness due to repeated exposures. Perhaps 
the best known examples in man are the positive tuber- 
culin reactions obtained following an infection with the 
tubercle bacillus, the development of a true poison ivy 
eruption, only after a state of sensitization had been 
established by previous contact, and the serum sickness 
induced by the repeated injections of a foreign protein. 

The pathologic or spontaneous form of allergy is the 
second major heading in this classification. This form 
is characterized by a hereditary tendency as well as by 
the ability of the individual to produce skin-sensitizing 
antibodies without having had previous contact. 

Heredity is one of the most important predisposing 
factors in the pathogenesis of human allergy. However, 
it must be remembered that it is the capacity or the 
tendency to become sensitized that is inherited. The 
specific sensitivity is not inherited. One cannot there- 
fore speak of inheriting hayfever or asthma. One speaks 
of being atopic, that is of having a familial background 
of allergy so that tendency to become sensitized exists. 
This tendency to become sensitized is probably a dom- 
inant Mendelian characteristic. 

Spain and Cooke have shown that when an ante- 
cedent history of allergy exists in both parents, one 
may anticipate that three of four offspring will demon- 
strate some clinical allergy by the age of 10 years; and 
of these 36 per cent will manifest their allergy within 
the first five years of life. Where only one parent is al- 
lergic, it can be expected that 50 per cent of the off- 
spring will become allergic by the age of 30 years; and 
of these the largest percentage will manifest their al- 
lergy within the period of ages 10 to 15 years. 

What it is in these individuals that brings out a ces- 
sation of immunity is for the most part unknown. How- 
ever, once the immunity is lost, then the contacts come 
into play and clinical symptoms are produced. Chobot 
believes that infections, especially those complicating 
the acute exanthemas of childhood, are important fac- 
tors in the production of the first attack of asthma. He 
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states that the usual and typical acute upper respira- 
tory infection serves as the trigger mechanism for the 
precipitation of the first “allergic” attack in most al- 
lergic children. 

Without this hereditary tendency, and as a conse- 
quence the absence of the skin-sensitizing antibodies, 
contact alone will not produce clinical symptoms. An 
allergic individual may inherit a latent sensitivity to 
substances with which he rarely comes in contact, and 
conversely, excessive contact will not produce symp- 
toms in an individual in whom the allergic tendency 
is lacking. 

The particular form a spontaneous allergy will as- 
sume is determined by the shock organ, that is, the 
cells that are sensitized, and the degree of exposure to 
the particular excitant. The various shock organs may 
also react successively. A common example would be 
that of a child with eczema in infancy who develops a 
respiratory allergy such as hayfever or asthma, some- 
times subsequent to the disappearance of the eczema. 
Or it may happen that the same shock organ reacts to 
various allergens successively, as in the case of the in- 
dividual with ragweed hayfever who later develops 
grass hayfever and still later, tree hayfever as well. 

The third major heading of this classification is bac- 
terial allergy. This form of allergy belongs perhaps to 
neither the spontaneous nor the induced group of al- 
lergies, although it frequently accompanies other aller- 
gies of the spontaneous group. In many cases a history 
of a hereditary background is obtainable. 

The absorption of bacterial substances or the prod- 
ucts of their growth from areas of acute infection or 
from a chronic focus may produce any type of allergic 
disease. Bacterial allergy is a common cause of vaso- 
motor rhinitis, hyperplastic rhinitis and sinusitis, acute 
and chronic asthma, erythema multiforme, lupus 
erythematosus, the dermatoses (including infantile ec- 
zema), urticaria, angioedema, gastrointestinal allergies, 
allergic encephalopathies and the vascular lesions of 
polyarteritis nodosa. Organisms most frequently recog- 
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History OuTLINE For BRoncHIAL ASTHMA 


(also for urticaria, angioedema, dermatitis, mi- 
graine, intestinal allergies) 
Chief complaint with age at onset 
Seasonal (give months) or nonseasonal 
Environmental or nonenvironmental 
Paroxysmal or continuous 
Associated complaints 
Allergic 
Nonallergic 
Family history 
Paternal, maternal, siblings, offspring 
Past history 
Infections, past or present (respiratory espe- 
cially) 
Operations (nose and throat especially), sinus- 
itis, teeth 
Other ailments 
Penicillin reactions 
Immunizations (with dates) 
Diphtheria, tetanus, pertussis, smallpox, ty- 
phoid 
Present history 
Description of attacks 
Frequency, severity, duration, increasing ? 
Disability from attacks ? 
Medications required 
Suspected causes of asthma 
Constipation, indigestion 
Foods (Inquire in detail as to amounts eaten to 
excess, eaten though known to cause minor al- 
lergic disturbances, eaten though disliked.) 
Milk (cream, cheese) 
Egg, egg foods 
Poultry: chicken, turkey, duck, goose 
Meats: beef, pork, lamb, veal 
Seafood 
Cereals 
Fruits 
Vegetables 
Beverages, especially coffee, cola drinks, 
chocolate, cocoa 
Drugs: aspirin, saccharin, sulfa, penicillin, 
other antibiotics 
Tobacco (used in what quantity ?) 
Pets (home and outside animal contacts) 
Insecticides (any contact ?) 
X-ray of the chest and sinuses 


nized in these cases are streptococci, staphylococci and 
pneumococci of all types. Other bacteria and the viruses 
are believed to be less frequent causes. 

Unfortunately little is known as to the mechanism by 
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which this reaction occurs. There is, however, no ques- 
tion as to the validity of bacterial allergy as a clinical 
entity. It is well known that attacks of asthma can usu- 
ally be produced at will by the injection of a definite 
dose of an autogenous vaccine in a sensitive individual, 


The Immediate Allergic Reaction 


The allergic reaction is either immediate or delayed. 
The immediate type is that in which the allergic re- 
sponse becomes manifest within seconds to one hour 
from the time of contact, and in which a skin test with 
the exciting contact will produce a positive reaction. 
As a general rule, one can expect that an immediate 
skin reaction on testing indicates an immediate clinical 
reaction on contact, and vice versa. The existence of an 
apparent protective immunity, plus the fact that sensi- 
tization may not naturally exist in those particular tis- 
sues in which the contact with the allergen naturally 
takes place, provide the exceptions to this general rule. 
Positive responses on testing obtained under these con- 
ditions must be considered asymptomatic rather than 
false. 

Aspirin sensitiveness is the prime example of that re- 
action in which clinical symptoms appear almost im- 
mediately upon contact, but in which the skin tests are 
uniformly negative. 

Among those allergic clinical manifestations that ap- 
pear immediately upon contact and that show positive 
skin tests are allergic coryza (including hayfever), 
asthma caused by inhalants and foods, some of the 
urticarias, some gastrointestinal allergies, some cases of 
migraine. 


The Delayed Allergic Reaction 


The delayed type of allergic reaction is that in which 
the allergic response may appear in hours or even days 
after contact. The mechanism that produces this reac- 
tion is unknown. Since no demonstrable skin-sensitiz- 
ing antibodies are present, the conventional skin tests, 
mucous membrane tests, as well as passive transfer tests 
are negative. 

Cases demonstrating this delayed type of allergic re- 
sponse can be diagnosed only by observation and clin- 
ical tests. The clinical reaction always follows a sufb- 
cient contact and always has a definite incubation time. 
Frequent recurrences of the clinical reaction fail to 
modify, to shorten or to lengthen this time interval. A 
typical example would be that case of a woman suffering 
with chronic urticaria whose symptoms ceased when 
chocolate was withdrawn from her diet. When she was 
then fed chocolate in fixed quantities, the urticaria al- 
ways returned in approximately 26 hours after each 
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trial. The conventional tests for chocolate were nega- 
tive. 

Clinical manifestations of this delayed type of allergic 
reaction in which the skin tests are uninformative are 
most of the eczemas, many urticarias, some migraine 
cases, some gastrointestinal allergies and all drug and 
bacterial allergies. 

The relationship between the immediate and delayed 
allergic reaction types as applied to skin-test findings 
is shown diagrammatically on page 75. 

It is important to remember that both types of re- 
sponse can occur in the same patient. Swineford and 
Weaver, in a series of 200 patients, give 88 per cent as 
the frequency with which several allergic conditions 
occurred in the same individual. The frequency, how- 
ever, with which multiple sensitivity is erroneously di- 
agnosed is largely due to indiscriminate acceptance of 
skin tests. The fact that in the delayed: type of allergic 
reaction the skin tests are uniformly negative is no jus- 
tification for failing to recognize the clinical symptoms 
as those of an allergic response. 


History 


In making a diagnosis of allergy, then, the history is 
the most important single procedure to be followed. 
Since unquestionably more than half the diagnostic bat- 
tle can be won by a painstaking and complete history, 
one cannot be satisfied with the initial information ob- 
tained by questioning. The history must be pursued 
with each visit of the patient. Points to be stressed in 
the history are of course the chief complaint, age of 
onset, severity of the symptoms, and whether these 
symptoms are continuous or paroxysmal; whether sea- 
sonal or nonseasonal, and whether environmental or 
not environmental. We are further interested in the 
family history, the past history, the habits and the en- 
vironment of the patient. The contacts of the patient 
within his home, while at work and while at play, are 
important since the allergen is often derived from some 
external source, whether eaten, inhaled or touched. 

Suggested history-taking outlines are shown on the 
opposite page and at the right. 


Skin Tests 


The skin tests are valuable adjuncts in making an 
etiologic diagnosis of certain allergies, provided active 
standardized extracts are used and the tests are care- 
fully done, adequately checked, and properly inter- 
preted. A complete reliance on skin tests without relat- 
ing the reacting allergen to the clinical allergy has been 
one of the principal causes of error in diagnosis. 

The commonly employed methods of testing are: 
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History OurTune ror Hay Fever 
Chief complaint with age at onset 
Give months of onset and offset 
Associated complaints 
Pollen asthma, nonseasonal asthma, bronchi- 
tis, urticaria, seasonal gastroenteritis 
Family history 
Paternal, maternal, siblings, offspring 
Past history 
cially 
Operations (nose and throat especially) , sinus- 
itis, teeth 
Previous tests and treatments (date), severe lo- 
cal or general reactions 
Other ailments 
Immunizations with dates 
Diphtheria, telanus, pertussis, smallpox, ty- 
phoid 
Therapeutic sera 
Penicillin reactions 
Present history 
Description of attacks 
Frequency, severity, duration, increasing ? 
Disability from attacks ? 
Medications required (Antihistaminics ?), ef- 
fect 
Does patient commute during pollen season ? 
Foods (What foods, if any, are known to aggra- 
vale symptoms during the season ?) 


History OuTLiNE ror Porson Ivy Dermatitis 


Age at time of first attack 

Duration of present atiack 

Interval between suspected contact and onset of 
attack 

Intensity of attack—sleeplessness from itching ? 


Remedies now in use 


1. Cutaneous tests—scratch or dermal tests, intra- 
dermal tests. 

2. Indirect method or passive transfer. 

3. Mucous membrane tests, ophthalmic or nasal. 

4. Patch tests. 

5. Clinical tests, such as trial and error verification 
tests, including environmental change and diet, and 
food diaries. 

Skin tests definitely indicate an allergic constitution, 
even though they cannot be interpreted as being of 
causal significance. But they must be genuinely posi- 
tive skin tests, not merely slight irritative reactions so 
often seen in many skins. 
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Torus Palatinus 


BY ARTHUR G. JAMES, 


Department of Surgery, Ohio State University Medical Center 
Columbus, Ohio 


‘THE TORUS PALATINUS is a bony elevation along the me- 
dian suture of the hard palate. This is an essentially 
harmless, normal anatomic variation. Frequently, how- 
ever, it produces mental anxiety. For instance, the 
torus palatinus is often not noticed until it becomes 
superficially ulcerated. Then the patient believes that 
this mound grew within a short period of time, and, 
consequently, it is mistakenly identified as a malignant 
tumor. 

A short review of this subject is thought to be indi- 
cated. Occasionally the family physician will not in- 
clude torus palatinus in his differential diagnosis of 
palatal lesions, and may therefore conclude that he is 
dealing with a carcinoma of the palate. 


History 


As early as 1814, Fox first mentioned the torus as an 
exostosis of the midpalate. In 1852, Chassaignac con- 
sidered the torus palatinus to be a lesion of early ter- 
tiary syphilis. 

In that same period, there were others who felt that 
this was related to rachitic disease, and still others 
who included it as one of the stigmas of degeneration 
found in criminals and the insane. 

In 1891, Stieda classified torus palatinus into two 
groups: the broad and flat, and the narrow and highly 
arched. Since then there have been many different 
ideas about the origin of the condition, ideas including 
hypertrophy of the palatine glands, that it is a result 
of the pressure of mastication, a post-natal hyperosto- 
sis, a primitive hominid character, a true exostosis of 
the palatine processes, and quite recently (1945) as a 
result of irritation of the mucous membrane of the 
hard palate. 
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M.D. AND CLAUS 


The torus palatinus is a bony elevation at the middle of the hurd 
palate. It is a benign anomaly, usually first discovered during adult 
life. It takes various shapes and sometimes is troublesome becaus: of 
ulceration of overlying mucous membrane or because it interfures 
with the fit of a dental plate. When first discovered by a patient, the 
torus may awaken fears of a malignant neoplasm. Occasionally a 
physician shares those fears because he has forgotten about the true 


nature of this harmless anomaly. 


WALTER, M.D. 


Embryology 


In order that the development of torus palatinus may 
be understood, something should be known of the em- 
bryology of the palate. In the 1-month-old embryo, the 
frontonasal process, the median and lateral processes, 
and the maxillary processes have been formed. Between 
the tenth and twelfth weeks of intrauterine life, these 
begin to enlarge. As the two lateral palatine processes 
fuse together, a midline raphe or furrow marks their 
junction. If these lateral palatine processes fail to unite 
properly, the defect that is left is commonly known as 
the cleft palate. The occurrence of the torus palatinus is 
assumed to be the result of the continued activity of the 
embryonic osteoblasts of the hard palate. This makes an 
excessive amount of bone tissue along the median pala- 
tine suture after the junction of the two lateral palatine 
processes is completed. If a frontal section were taken 
through the torus palatinus, it would be found to con- 
tain a layer of compact bone on both the nasal and the 
oral surfaces, in the center of which is a spongy bone 
substance. The structure is covered with thin, normal 
mucous membrane. 


Clinical Features 


Anthropologists have found evidence of the torus pal- 
atinus existing many centuries ago. Woo has stated that 
the Eskimos, American Indians and Mongolians havea 
higher incidence of the anomaly than either the Amer- 
ican whites or the American Negroes. In addition, he 
has reported a case of torus in a chimpanzee. 

Although torus palatinus occurs in adults of either 
sex, it is slightly more frequent in women. The torus 
slowly but gradually increases in size from birth to ma- 
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Figure 1. A typical mound-shaped torus palatinus. 


Figure 3. An irregular torus palatinus. 
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turity. At approximately 20 years of age, it ceases to 
grow. Because of this very slow development, patients 
are frequently ignorant of its existence even when it 
attains a large size. 

The torus varies considerably in form and size. It is 
usually spindle-shaped or in a mound form; occasional- 
ly it is narrow and highly arched; and in rare cases it 
may consist of masses of irregular shape (Figures 1, 2, 
3). Roentgenogram of the torus palatinus shows a 
rather diffuse shadow in the region of the anomaly, 
with no other characteristic findings. 


Treatment 


Torus palatinus is a benign bony anatomic variation, 
and it has no pathologic significance. Therefore, it 
should not be treated unless it is causing the patient 
marked difficulties. 

The mucosa overlying the torus palatinus may be- 
come traumatized and superficially ulcerated by rough 
food. In these cases, the ulceration should be treated as 
any oral mucosal irritation. 

In some instances, the torus palatinus, when it is of 
large size, may interfere with the proper fit of a dental 
plate. Then the bony deformity may be removed by a 
chisel, and the base left to heal from the. borders. 

The torus palatinus has never been reported as a 
primary malignant neoplasm. Rarely, it may be secon- 


darily involved in a primary tumor of the palate. It 
should always be kept in mind in considering the differ- 
ential diagnosis of palatal neoplasms. 


Illustrative Cases 


Case 1. A 26-year-old white woman was referred for 
examination because of pain in the palatal region. She 
had noted no abnormality prior to two weeks ago. 
Then she noticed irritation of her palate and noted a 
lump. On examination, there was an ovoid swelling in 
the midpalate that measured 2x2x1 cm. This was non- 
tender and nonulcerated. It felt like bone. The clinical 
diagnosis was torus palatinus, probably with superfi- 
cial ulceration due to food. 

The patient was reassured that she had nothing of 
significance, that the lesion was congenital and had 
probably been irritated by food. She was seen again in 
two weeks for comparative examination. At that time 
there was no tenderness or ulceration, and the lesion 
had not increased in size. 

Case 2. A 23-year-old white woman was referred by 
her family physician because of a mass on her palate. 
The lesion had been biopsied and was reported as 
“chronic inflammation.” The patient had recently 
noted an irritated area on her palate. When she exam- 
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ined it, she found a tumor. Because of her anxiety, she 
immediately consulted her family physician. 

On examination, there was a typical torus palatinus 
approximately 2 cm. long and 1 cm. high. The lesion 
was trilobed. At the time of examination, there was no 
evidence of irritation or ulceration. The patient was 
reassured, and no treatment advocated. 

Case 3. A 60-year-old white woman was referred for 
examination because of a lump on her palate. This had 
been present for as long as she could remember. Dur- 
ing the past week, however, it had become tender. She 
thought perhaps she might have traumatized it some- 
what on food. Examination revealed a typical torus 
palatinus that measured approximately 3 cm. in diam- 
eter and was bilobed. There was an area of superficial 
ulceration of the mucosa overlying the center of the 
lesion. There was no induration and the area was only 
slightly tender. The clinical diagnosis was traumatic 
mucositis overlying a torus palatinus. The patient was 
treated with hydrogen peroxide mouth washes and 
was seen again for comparative examination in ten 
days. At that time, the ulcer had resolved completely. 


Discussions 


During the past five years, nine patients have been 
seen because of torus palatinus. Most of these, coming 
of their own volition or referred by a family physician, 
have complained of a tumor of the palate. This review 
was prompted because it is felt that physicians too fre- 
quently share the patients’ anxiety regarding this 
anomaly. On occasion physicians have forgotten its 
existence and have begun to treat the patient for a 
neoplastic process, or have informed him that he has 
such a malignant tumor. 

Clinically, the bony, midline hardness of the torus 
palatinus will differentiate it from a malignant neoplasm 
of the palate. Although it is to be stressed that the physi- 
cian who is examining the oral cavity should always con- 
sider a mass to be possibly malignant, he should also 
be just as aware of the appearance of a typical torus 
palatinus and of its insignificance. 


A bibliography accompanying this article is available upon request 
from the Editorial Office of GP. 


HERE’S A HELPFUL HINT... 


Chest X-Rays for Children 


IT Is QUITE DIFFICULT to immobilize a squirming child for a 
chest x-ray. There are a few child immobilizers available, but 
most of them are expensive, resemble strait-jackets, or im- 
mobilize the child so severely that he begins to squirm, twist 
and fight as soon as the instrument is brought into view. 
None of these have served the purpose in our experience, 
and in most instances it required two to three exposures to 
get a satisfactory film. With this in mind, a chair-seat kiddie 


immobilizer was devised. We have to date used this for over 
two years, and rarely have had to repeat our x-rays. 

As you can see in the photographs, this simple affair re- 
sembles the child’s potty or high chair seat. There are no 
straps, ties, or forceful immobilizing attachments. The moth- 
er is instructed to face the child and hold his hands about 
the cassette (Figure 1). The x-ray is taken in the usual 
manner in deep inspiration. The mother is protected with 
the lead apron. 

The slotted uprights of the seat hold either an 8x10 cas- 
sette horizontally, or a 10x12 cassette vertically (Figure 2a 
and b).—I. FRouMAN, M.D., and Nicuotas V. Festa, 
Washington, D.C. 
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Polycythemia Rubra Vera 
(Erythremia) 


his B py ROBERT J. GILSTON, M.D. 


Amsterdam, New York 


Hand Signs 


ySi- Clubbing and subungual hemorrhage are common. Raynaud's dis- 
on- ease, erythromelalgia, palmar erythema and gout due to hyperuri- 
so cemia may occur. 


Other Features 


The tip of the nose, cheeks and ears show a peculiar red cyanosis. 
Purpura and acne rosacea are seen. Conjunctival injection is the rule. 
Splenomegaly is usual. The peripheral and marrow cellular elements 
are increased and may be immature. Peptic ulcer and thrombosis of 
all vessels are common complications. 
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If the thrombotic process is simple and localized, 

and is seen within the first few days, excision of the thrombus 

with complete unroofing is the treatment of chowe. After excision, 
rest in bed for 24 hours is desirable. If the thrombus is subsiding, 
meaning that if it has been present for longer than three 

or four days and the patient is reasonably comfortable, it is best not 
to intervene. Pregnancy and parturition 

do not contraindicate excision of the thrombus. The injection 

of long-acting oil anesthetic agents into the thrombosed area, 

and the use of suppositories and topical ointments have not proved 
satisfactory. The most satisfactory palliative measures are rest in bed, 
and the use of hot or cold moist compresses of a witch hazel, 
glycerin, phenol solution and codeine and aspirin, if needed. 

The use of an enema of plain warm water will promote defecation 
more nearly painlessly and completely than the use of mineral oil 
or laxative agents. Frequently recurring hemorrhoidal thrombosis 
is a justifiable reason for hemorrhoidectomy. 


The Management of Hemorrhoidal Thrombosis 


BY RAYMOND J. 


JACKMAN, M.D. 


Section of Proctology, Mayo Clinic and Mayo Foundation 


Rochester, Minnesota 


Most TEXTBOOKS on proctology and surgery convey the 
erroneous impression that there is a moreor less 
standardized formula for the treatment of all throm- 
bosed hemorrhoids, that is, that the clot or clots should 
be removed as an office procedure with the patient 
under the influence of local infiltration anesthesia, after 
which the patient may carry on as usual. While this 
may be true in some instances, it is the exception rather 
than the rule. Many physicians minimize the signifi- 
cance of thrombosed hemorrhoids, much as they do the 
significance of several other anorectal conditions. How- 
ever, as anyone knows who has been a victim of such 
varices, the condition can be the cause of considerable 
distress. Proper handling of hemorrhoidal thrombosis 
can save the patient much time and discomfort. 

It is not the purpose of this paper to explore the 
various theories of the etiology of thrombosis, but 
rather, to describe what, in the judgment of the writer, 
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are the best methods of dealing with this condition. 

The condition will be discussed under the following 
headings: (1) simple localized external thrombus, (2) 
technique of excision of the clot, (3) ulcerated throm- 
bosed external hemorrhoids, (4) frequently recurring 
thrombi, (5) hemorrhoidal thrombosis during preg- 
nancy and parturition, (6) prolapsed, strangulated 
hemorrhoids, (7) the length of the interval before 
hemorrhoidectomy is done after extensive thrombosis, 
(8) the use of various topical preparations in the pal- 
liative treatment of hemorrhoidal thrombosis, and (9) 
thrombosed internal hemorrhoids. 


Simple Localized External Thrombus 


This is probably the most common type of thrombus 
seen. As shown in Figure 1, it occurs in a relativels 
small segment of the perianal circumference and 1s 
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caused by extravasation of blood into the tissue from a 
ruptured vein or a thrombus inside a varix itself. Pain 
and swelling are variable, depending on the size of the 
thrombus. 

If the thrombus is more than four days old and if the 
patient is reasonably comfortable, it is probably just as 
well to temporize and not to excise the clot. Usually, by 
the third or fourth day, absorption of the thrombus has 
started and the patient is reasonably comfortable. How- 
ever, if considerable discomfort persists, the usual 
excision should be carried out. 


Excision of the Clot 


With the patient in the prone or preferably the in- 
verted position, the buttocks are spread apart, and the 
anal and perianal area is cleaned with a sponge mois- 
tened with a 1:1,000 solution of benzethonium chloride 
or some other suitable antiseptic agent. 

After the area has dried, a skin wheal is raised at the 
distal apex of the thrombus, keeping the bevel of the 
fine-gauge needle down. The needle is advanced over 
the dome of the thrombus, so that the 1 per cent solu- 
tion of butethamine hydrochloride (Monocaine) is in- 
filtrated as the needle is advanced. The needle is 


Figure 1. Simple localized thrombus. This is the type for which 
excision is suitable. 
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withdrawn to the wheal, and the same procedure is done 
on each side and beneath the thrombus. 

The skin overlying the thrombus is then incised 
with a pointed scalpel; the incision is started at the 
apex and is advanced to the anal verge or inner edge 
of the clot (Figures 2 and 3). Sometimes, at this point, 
because it is under pressure, the clot will be extruded. 
Even so, it is best to débride the edges of the wound or 
completely to unroof the skin over the thrombus. This 
permits examination of the base of the wound to de- 
termine whether or not all the small thrombi have been 
removed. 

If any small thrombi remain, they should be removed 
with the curved pointed scissors. 

The practice of leaving a clean wound, free of 
thrombi and well unroofed, will permit more rapid 
healing, render re-formation of the clot less likely, 
leave the patient more comfortable and will enhance 
the chances that the bleeding will be less. I have rarely 
found it necessary to suture the wound to control 
bleeding. 

Any bleeding from the bed of the wound can be 
controlled with a small piece of oxidized gauze, over 
which is placed a roll of regular gauze to create pres- 
sure. The patient should be kept in the recovery room of 


Figure 2. a. The dotted line indicates the line of incision, which is 
carried out in such a way that the thrombosed area is completely 
unroofed. (a’) Incision of this type without débridement of the mar- 
gins of the shin is undesirable because it permits the wound to close 
as shown in b, and promotes reformation of the clot. After all clots 
have been removed (b’) the margins of the skin are well débrided, so 
that the wound stays open as in ¢’. 
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Figure 3. Instruments used in anesthetizing and excising a throm- 
hosed hemorrhoid. A small piece of oxidized gauze placed over the 
unroofed area usually will control bleeding. 


the office for at least ten minutes lying on his side, and 
should be instructed how to exert pressure on the roll 
of gauze with one hand. 

It is desirable for the patient to spend the rest of the 
day in bed, applying hot or cold compresses, according 
to which type seems to make him more comfortable. 

The usual practice is to advise the patient to take 
mineral oil or a laxative, the purpose of which is to ob- 
viate straining at the time of the next defecation. I feel 
that such a practice is wrong because it usually pro- 
duces several bowel movements, with consequent soil- 
ing of the wound. If the patient needs assistance with 
a bowel movement, an enema of plain water will ac- 
complish it more completely and with less discomfort 
to the patient than will mineral oil or a laxative. Def- 
ecation should be followed by a tub bath, so that the 
area can be cleansed with soap and water. Usually, if 
re-formation of the clot has not occurred, it is permis- 
sible for the patient to resume his activities 24 hours 
after the operation, but he should report to the office 
daily for two or three days for inspection and cleansing 
of the wound. 
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Ulcerated Thrombosed External Hemorrhoids 


Occasionally, the skin overlying the clot may be- 
come ischemic, then necrotic and then slough, leaving 
an ulcer, through which the clot may be extruded. In 
such an event the patient may be cured spontaneously. 
At the time the clot is extruded, bleeding may be rather 
profuse, alarming the patient sufficiently to bring him 
to his physician. As a rule, inspection of the ulcerated 
area reveals a residual clot, the removal of which will 
control the bleeding. A day or two of rest in bed, with 
cold witch-hazel compresses applied to the area, will 
hasten resolution of the process. 


Frequently Recurring Thrombi 


If a patient is subject to frequent recurring thrombi, 
he should be urged to undergo hemorrhoidectomy to 
obviate further difficulty. 


Hemorrhoidal Thrombosis in Obstetrics 


Frequently, hemorrhoids that were in existence be- 
fore pregnancy become the sites of thrombi and edema, 
particularly during the last trimester of pregnancy and 


GP Volume XIV, Number | 


: 
| 
Fe 
| 


3 


the first few weeks of parturition. If the lesion is a sim- 
le thrombus, there is no contraindication to excision 
of the clot, as described above. 

If extensive thrombosis with edema is present, tem- 
porizing measures, such as rest in bed and hot or cold 
witch-hazel compresses, are advisable. Five grains of 
aspirin and ¥4 grain of codeine may be given by mouth, 
if needed for relief of pain. 

My experience with the injection of various oil anes- 
thetic preparations into or under the thrombosed area 
has not been very satisfactory, and on occasions actual- 
ly has caused sloughing or formation of abscesses. 

The question of performance of hemorrhoidectomy 
during pregnancy often confronts the physician. The 
tendency has been to postpone this procedure until 
after parturition, because of the possibility of initiating 
abortion or miscarriage if it is done prior to delivery. 
My own opinion is that the practice in this respect 
has been too conservative. In fact, I have rather leaned 
toward advising rectal operation during pregnancy, 
if the patient is experiencing enough difficulty to 
justify it. 


Prolapsed Strangulated Hemorrhoids 


At times a condition characterized by extensive 
thrombosis of internal and external hemorrhoids is 
seen, in which the patient or, many times, a physician 
has attempted to “push the hemorrhoids back in.”” My 
experience has been that it is the exception, rather 
than the rule, that thrombosed edematous hemorrhoids 
can be reduced by such a means, because the principal 
constituent of the swollen mass actually belongs on the 
outside. 

As a rule, it can be determined at a glance, by the 
color of the mass, whether it is an internal or external 
component. Generally, if the mass is covered with rec- 
tal mucosa, it can be reduced, which means that any 
associated edema and thrombi will subside more rap- 
idly. Reduction is best carried out with the patient in 
an inverted position and by the exertion of even pres- 
sure with moist gauze over the mass, at the same time 
encouraging the patient to relax the anal sphincter. 


When to Perform Hemorrhoidectomy 


The tendency in the past has been to delay hemor- 
thoidectomy “until the acute process subsides.” Per- 
haps, if there is extensive associated edema, or infec- 
tion and sloughing of tissue, it is well to temporize for 
a couple of days with rest in bed, ice packs and the use 
of codeine and aspirin to relieve pain. However, if the 
foregoing complications are not present, I see no sound 
reason for postponing operation. 
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I have seen two instances in which operation was 
carried out for extensive thrombosed hemorrhoids 
within 24 hours after the thrombosis occurred and in 
which femoral thrombophlebitis developed three and 
five days postoperatively, respectively. This complica- 
tion, however, was most likely the result of a tendency 
toward thrombosis, precipitated by a slowed circula- 
tion and rest in bed, rather than by any association 
with the thrombosed hemorrhoids. 


Topical Preparations in the Palliative Treatment 


I do not know of any preparation, be it ointment, 
suppository or lotion, that is of much value in the re- 
lief of the pain of thrombosed hemorrhoids. The basic 
ingredient of most such preparations is ethyl amino- 
benzoate, but it has no anesthetic effect unless there is 
a break in the continuity of the skin, such as occurs in 
an anal abrasion or anal fissure. 

Many patients claim to have obtained some relief 
from pain by the use of various suppositories, but there 
is no scientific reason for such a claim. The supposi- 
tory is inserted into the rectum well 2bove and out of 
contact with the thrombosed mass of varicosities. It is 
true that if the suppository contains a drug which acts 
systemically, as belladonna and opium do, there would 
be an adequate explanation for the relief of pain which 
the patient claims, but on the other hand, it would be 
much simpler and more efficient to take the drug by 
mouth. 

Some physicians have advocated the inection of 


Wet _ Wet —_ Source R 
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Figure 4. Method of applying hot or cold packs as a temporizing 
measure in the treatment of thrombosed hemorrhoids. 
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long-acting anesthetic agents into and beneath the 
thrombosed mass, if surgery or excision of the clot is 
contraindicated. In my opinion this is a dangerous 
procedure, because it delays resolution of the thrombi, 
sometimes causes sloughing or formation of abscesses 
and actually entails about as much risk as excision of 
the clot or hemorrhoidectomy. 

Rest in bed, plus the use of moist compresses (Figure 
4), hot or cold, whichever seems to give the most relief, 
made of a 10 per cent solution of glycerin and a 2 per 
cent solution of phenol in witch hazel, gives the most 
relief. Five grains of aspirin with 4% grain of codeine, 
administered every three or four hours by mouth, may 
be used. In general, the use of mineral oil and laxa- 
tives should be avoided because they will cause more 
congestion in the thrombosed mass and incomplete 


emptying of the rectum. It is preferable to promvte a 
bowel movement with either an enema of plain water or 
one of the commercially prepared enemas, becaus« the 
action of these is more rapid and complete. 


Thrombosed Internal Hemorrhoids 


Internal hemorrhoids may become thrombosed, but 
this happens much less frequently than in the case of 
external hemorrhoids. Usually, the patient experiences 
relatively little discomfort because the nerve supply to 
the internal hemorrhoidal zone is sympathetic, rather 
than sensory. The patient may complain of a dull ache 
or a feeling of fullness in the rectum. In most cases re- 
lief usually is afforded by hot retention enemas and 
rest in bed for a day or two. 


HERE'S A HELPFUL HINT... 


For Treatment of Fracture of the Clavicle 


IN CHILDREN, when there is a fracture of the clavicle with the 
outer portion raised upward and separated from the medial 
portion, the displacement can be corrected by the following 
method. Put a heavy pad over the clavicle (Figure 1), have 
the child bend forward, and apply a piece of Elastoplast on 
the opposite hip at the back, run it over the pad and clavicle, 
and bring it back to the opposite hip on the front (Figure 2). 


Figure 2. 


The child is then advised to straighten up. He may find 
this very difficult and cry somewhat, but over a period of 24 
hours, he will straighten sufficiently to have reduced the 
lateral end of clavicle to a normal position. X-rays, of course, 
are used to verify this. Then a figure-of-eight bandage can 
be applied to maintain the reduction, and also to sustain 
immobilization (Figures 3a and 3b). 

Even in a very difficult fracture, the reduction is accom- 
plished easily and without too much pain, much to the satis- 
faction of the patient and the doctor.—Max ALEXANDROFF, 
M.D., St. Catharines, Ontario, Canada 


Figure 
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A study of the records of 100 patients hospitalized 


that urinary retention requiring treatment 


was a complication in 19 cases. This complication appeared related 
to the use of opiates, the interdiction of standing or sitting 


| with the diagnosis of acute myocardial infarction revealed 
| 
| 


during the acute phase of the illness and the coexistence 
of various degrees of prostatic obstruction. Attention to the time 


of the last micturition, and the institution 
of prophylactic urethral catheter drainage when necessary, 
will prevent the harmful pain and emotional stress 


produced by bladder distention in these patients. 


Urinary Retention Associated with Acute Myocardial Infarction 


BY JOSEPH H. KAPLAN, M.D., HARRY L. DEUTSCH, M.D., 
HENRY BODNER, M.D. AND ALLAN HOWARD, M.D. 


Los Angeles, California 


ACUTE URINARY RETENTION may follow the administra- 
tion of an anesthetic agent, or the use of an anti- 
cholinergic drug, or it may be related to a patient’s in- 
ability to urinate while lying down. Van Duzen, in a 
recent report on the effect of various drugs on micturi- 
tion, stated that morphine may cause urinary retention 
—especially in the post-anesthetic state. Urinary reten- 
tion may also be encountered in patients who have 
recently developed an acute myocardial infarction. In 


most instances, the welfare of the patient is not en- 
dangered by an episode of urinary retention. 

The purpose of this study was to learn the incidence 
and significance of this complication in a group of 100 
patients hospitalized with the diagnosis of acute myo- 
cardial infarction. The case histories of these patients 
were reviewed and the following pertinent information 
was recorded: the age and sex of the patient, a past 
history of urinary obstructive symptoms, the medication 


Incidence of Acute Urinary Retention in 100 Cases of Acute Myocardial Infarction. 


Urinary Retention 
Sex Number Number 
Male 60 14 
Female 28 5 
Total 88 19 


Number of patients who expired 
Per cent within 24 hours after admission 
23 9 
19 
22 12 


Table 
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employed for the treatment of the myocardial infarc- 
tion, and the presence of urinary retention that re- 
quired catheterization. 


Incidence 


Table I shows the data obtained from the 100 records 
studied. Twelve of the patients died within 24 hours 
after admission to the hospital. Of the remaining 88 
patients, 60 were males and 28 were females. Although 
this series is small and of questionable statistical value, 
the results indicate that urinary retention in this group 
of patients was a complication that required treatment 
in 14 of the 60 men and in five of the women. The age 
distribution was comparable to other reported studies 
related to myocardial infarction; the majority of cases 
occurred during the sixth and seventh decades. An 
accurate account of a past history of urinary obstruc- 
tive symptoms could not be obtained from a large 
enough number of records to permit a correlation of this 
factor with the development of urinary retention. 


Etiology 


The causes of urinary retention associated with 
acute myocardial infarction are dependent upon many 
factors. First, the majority of these patients are given 
morphine, frequently combined with atropine, for the 
control of pain. Second, these patients are usually not 
permitted to attempt micturition in either the standing 
or the sitting position during the acute phase of their 
illness. Third, coronary artery heart disease occurs 
most commonly in men within the age range wherein 
the incidence of prostatic obstructive symptoms is 
high. These factors, individually or combined, are the 
principal causes for the onset of urinary retention. 


Importance of this Complication 


The significance of this complication can best be «in- 
phasized by the fact that in most of the patients ho 
developed acute urinary retention, the time inter:al 
between the last micturition and urethral catheteriza- 
tion exceeded 20 hours. The attention of the nurses 
was focused on the control of pain associated with the 
myocardial infarction. 

Although the patient may have complained of dis- 
comfort in the lower part of the abdomen, several doses 
of opiates were given before the real cause, that is, dis- 
tention of the urinary bladder, was recognized. The 
control of pain and emotional stress is of primary im- 
portance in a patient who has recently experienced an 
acute myocardial infarction. 


Treatment 


The early recognition or possibly the avoidance of 
urinary retention can be easily accomplished by learn- 
ing the approximate time of the last micturition, and in- 
stituting urethral catheter drainage if the patient is not 
able to void within six to eight hours after that time. 
Prophylactic urethral catheter drainage in these pa- 
tients would be less harmful than the pain and emotion- 
al stress produced by a distended urinary bladder. 

Inlying catheter drainage is preferable to intermittent 
catheterization. A #16 F. or #18 F. Foley catheter can 
usually be inserted easily. It should remain in place 
until the patient does not require opiates for pain and 
is able to void without effort in either the recumbent or 
the sitting position. The administration of Gantrisin, 
2.0 Gm. daily, and irrigation of the catheter twice 
daily, will control most urinary infections that may ac- 
company urethral catheter drainage. 


HERE'S A HELPFUL HINT... 


For Sterilizing Medical Equipment 


ALUMINUM FOIL is an effective, air-tight container in which 
to sterilize needles, syringes and other medical equipment. 
Articles are cleaned, boiled and dried with alcohol or 
acetone. They are chen sealed in an aluminum envelope, 
the contents marked on the foil with a grease pencil, 
and placed in an oven. An ordinary kitchen oven with a 
thermometer is satisfactory. The temperature should be 
brought to 160° C. for at least one hour. The nimble- 
fingered can use the same container several times.— ROBERT 
J. Guston, M.D., Amsterdam, New York. 
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Ir 1s NoT sufficiently appreciated that the x-ray of the 
chest may be the first clue suggesting pulmonary 
edema. This is more often true in the subacute or 
chronic varieties in which the clinical manifestations 
are subtle as compared to acute pulmonary edema 
which has an abrupt onset characterized by wheezing, 
dyspnea and orthopnea. To add to the problem, rales 
may be inconstant, infrequent or absent in some forms 
of more chronic pulmonary edema. 

There are several mechanisms in the pathogenesis 
of pulmonary edema. The most important factor is in- 
creased pressure in the pulmonary capillaries, such as 
occurs in left ventricular failure and mitral stenosis. 
Intravenous infusions may increase the volume of blood 
in the lungs and raise pulmonary capillary pressure. 
This may result in pulmonary edema especially if the 
pulmonary capillary pressure is already elevated as in 
left ventricular failure or mitral stenosis. Severe pe- 
ripheral vasoconstriction due to epinephrine release 
(“emotional shock,” exposure to cold) and vasomotor 
stimulation such as occurs with lesions of the central 
nervous system, may cause left ventricular strain and 
therefore an increase in pulmonary capillary tension. 

A second mechanism for pulmonary edema is an 
increase in the permeability of the pulmonary capil- 
laries. This may result from capillary damage owing to 
anoxia, allergy, poisons (endogenous and exogenous) 
and inhaled irritants. Retention of metabolites in 
uremia may cause capillary endothelial damage and an 
increase in permeability. 

A third factor in the development of pulmonary 
edema is a decreased osmotic pressure of the blood. In 
this instance, there is usually edema elsewhere. In 
many clinical conditions several factors are operative 
in the development of pulmonary edema. 

Roentgenographically, pulmonary edema is char- 
acterized by opacification of the lungs due to the 
accumulation of fluid in the alveoli and interstitial tis- 
sues. This clouding obliterates the blood vessels cours- 
ing through the areas of edema because there is no 
roentgenographic contrast between blood-filled vessels 
and fluid-filled alveoli. However, the air-filled bronchi 
contrast with the edematous lung and can be seen as 
radiolucent branchings. 

Pulmonary edema may be central (perihilar). It then 
appears as dense confluent or flocculent symmetrical 
densities having a “butterfly” or “bat’s wing” appear- 
ance. In other instances, the x-ray changes consist of 
diffuse, patchy bilateral areas of variable size and 
density. 

A third roentgen type is the focal variety. This 
appears as one or more round, discrete opacifica- 
tions simulating tumor, or as dense lobar consolidation 
resembling pneumonia. 
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Pulmonary Edema 


BY SOL KATZ, M.D. 
Associate Editor, GP 


Figure 1a (left). Central type of pulmonary edema following myo- 
cardial infarction. Figure 1b (right) shows same patient 17 days 
later. 


Figure 2. Bilateral symmetrical pulmo- 
nary edema following inhalation of irri- 
tating fumes. Clearing began within 
24 hours. 


Figure 3. Massive diffuse pulmonary ede- 
ma that followed intravenous injection 
of large amounts of blood and plasma 
in a pregnant woman. There was com- 


plete clearing in a few days. 
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UNIVERSITY COLLEGE OF 


Dean’s Message 


Progress is being made in the South and in the South- 
west in medicine as in business and industry. The de- 
velopment of the Texas Medical Center, and of its 
medical school, Baylor University College of Medicine, 
is evidence of the vigor and vitality of this great 
socioeconomic growth. 

A number of leading citizens of Houston in 1939 
resolved to form a medical center dedicated to the 
encouragement of teaching and research as a means 
of improving medical care for the people of their city 
and the Southwest region. It was in the accomplish- 
ment of this goal that Baylor was invited to come to 
Houston from Dallas to serve as the nucleus around 
which the Texas Medical Center could be built. 

Nineteen forty-three was something less than a favor- 
able year in which to make such a transfer. It was 
wartime, and building, equipment and personnel were 
almost unobtainable. Dean Walter Moursund and ten 
faculty members constituted the group which began 
the task of creating a medical school in a new location 
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using such equipment and laboratory furnitu:. as 
could be moved from Dallas. 

Construction was started on the present me: cal 
school building in 1946.and teaching operations |) it 
began in 1947. In quick succession other units \ cre 
constructed in the medical center. These includ: 4 a 
400-bed addition to the Hermann Hospital, ‘he 
Methodist Hospital with 315 beds, the Shriners Crip- 
pled Children’s Hospital with 50 beds, the Texas 
Children’s Hospital with 115 beds, the M. D. Ancer- 
son Hospital with 310 beds, an extensive outpatient 
clinic and tumor institute, the Jesse H. Jones Library 
Building, the St. Luke’s Hospital with 340 beds, and 
the Dental Branch of the University of Texas. 

Baylor University College of Medicine in 1956 has 
more than 80 full-time teachers for its 335 medical 
students. There are, in addition, 550 clinical faculty 
members, 125 technical and clerical employees, and 
25 graduate students in the basic science departments. 
Two hundred twenty-five interns and residents are en- 
gaged in clinical training in the hospitals affiliated with 
the medical school. The budget of the school has in- 
creased to four times its size prior to the move to 
Houston. Research activities which had support 
amounting to less than $50,000 a year in 1947 have 
increased annually. Last year $620,000 was received 
for the support of more than 100 research projects. 

The student at Baylor is not expected to be a gen- 
eral practitioner at the end of four years—neither is 
he a specialist nor yet a teacher or investigator. We 
believe he obtains a sound grounding in the funda- 
mentals of the medical sciences and clinical medicine 
upon which he can build a career that may include 
any of the above fields of medicine. 

The medical school has important obligations other 
than the teaching of medical students. These are the 
obligations of patient care and of research to improve 
this care. The patient in the final analysis is the ob- 
ject of the physician’s interest and this is true whether 
the physician be in practice or in teaching. 

We are pleased to have received from GP an in- 
vitation to prepare a series of 12 articles on practical 
therapeutics. We look upon this as a fine opportunity 
to extend our teaching activities to physicians who are 
occupied in that activity for which the whole of medi- 
cine, including medical education and medical re- 
search, exists—the practice of medicine. We have a 
deep respect for the members of our profession who 
are engaged in bringing their skill and knowledge to 
bear upon the solution of hundreds of thousands of 
clinical problems daily. We hope that the series of 
articles prepared by our faculty will be of value to 
them in this difficult task. 

Srantey W. OLson, D- 
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Each year, members of a different 
well-known medual faculty prepare articles 
for this regular GP department. 

This is the first of twelve 

from Baylor University. 


Practical [herapeutics 


TREATMENT OF ACUTE NEPHRITIS 


BY C. W. DAESCHNER, JR., M.D. AND JOHN H. MOYER, M.D. 


Departments of Pediatrics and Pharmacology, Baylor University College of Medicine 


Houston, Texas 


“If it were possible to arrive at a perfect solution of 
these questions, we might hope to obtain the highest 
reward which can repay our labors—an increased 
knowledge of the nature of the disease, and improve- 
ment in the means of its treatment’’—RicHaRD 
Bricut, 1827. 


Introduction 


ACUTE NEPHRITIS, sometimes described as acute glom- 
erulonephritis, continues to be a common therapeutic 
problem particularly in childhood. In recent years 
significant advances have been made in the under- 
standing and treatment of this disease. Hypertension is 
a frequent complication of the acute phase and may be 
associated with cardiac failure, cerebral edema and con- 
vulsions. This has always presented a major thera- 
peutic dilemma. Cardiac failure continues to be the 
leading cause of death. This complication results from 
aprimary involvement of the myocardium, coupled with 
generalized vascular spasm and accompanying increase 
in blood pressure. Bed rest and sedation are usually 
ineffective for reduction of the blood pressure, and 
although still widely used, the hypotensive action of 
magnesium sulfate leaves much to be desired. 

The method by which acute nephritis causes hyper- 
tension is not clear. It is established, however, that 
the activity of the vasomotor center, with resulting 
sympathetic stimulation and peripheral vascular spasm 
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is a major contributing factor. Thus pharmacologic de- 
pression of these vasoregulatory areas in the brain offers 
an effective means for reducing the hypertension. Many 
hypotensive agents have been shown to reduce the blood 
pressure in acute nephritis. However, the parenteral 
use of the purified alkaloid of Rauwolfia serpentina, 
reserpine, has been shown to possess the three advan- 
tages of safety, efficacy and convenience. 

A less common but highly significant complication 
of acute nephritis is the appearance of oliguria or 
anuria. Skillful symptomatic management during this 
phase of virtual absence of renal function demands 
meticulous attention to detail, as well as a clear under- 
standing of the physiologic principles involved. The 
successful and conservative management of anuria 
must serve a double purpose: (1) limitation of fluid 
intake to losses from skin and lungs, and, (2) by means 
of glucose administration, reduction of the rate of 
accumulation of toxic products of metabolism, which 
under circumstances of normal renal function, would 
be excreted through the kidney. 


Clinical Manifestations of Nephritis 


The purpose of this report is to describe the princi- 
ples underlying the understanding and rational symp- 
tomatic management of acute nephritis, and minor 
emphasis will be placed on the more theoretical 
problems of etiology and pathogenesis of the funda- 
mental disease process. A brief description of the 
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- Typical Findings in Acute Nephritis. 


SYMPTOMS 


Cardiac dilatation 
Bradycardia or tachycardia 


LABORATORY 
Albuminuria 
Hematuria and casts 
Elevated sed rate, BUN 
4 


Figure 1. Careful following of the position of the liver edge in the 
edematous child with acute nephritis may provide reliable evidence 
of cardiac failure. 
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clinical features of acute nephritis will be of help i an 
understanding of the problems to be discussed. 

While the cause of acute nephritis remains obs: ure, 
good evidence indicates the etiologic role of i: fec- 
tions with a group-A beta-hemolytic streptococcus. 
These occur usually in the form of an upper resjira- 
tory disease (tonsillitis, bronchitis, etc.), or, in warmer 
climates, to pyoderma (impetigo), especially in 
children. 

The onset of this infection precedes the initial symp- 
toms of acute nephritis by from one to three weeks, 
and may still be present when evidence of acute 
nephritis appears. It is suggested that the acute nephri- 
tis that develops subsequently represents a perversion 
of the normal immune mechanism. 

The pathologic picture of acute nephritis is one of 
generalized inflammatory disease of collagenous tissues, 
with particular involvement of the heart, kidneys and 
small blood vessels. Thus, it is not surprising that the 
presenting clinical picture should be dominated by 
such systemic symptoms as generalized edema, 
anorexia, malaise, lethargy and headache (Table 1). 

In children, dyspnea, pulmonary edema, abdominal 
fluid and enlargement of the liver suggestive of cardiac 
failure are common. Since both pulmonary edema and 
ascites may be on the basis of either acute nephritis or 
cardiac failure, the changing size of the liver often 
offers the most critical guide to incipient myocardial 
insufficiency. The liver edge is carefully marked at the 
time of admission and followed at regular intervals 
(Figure 1). Progressive liver enlargement is strongly 
suggestive of cardiac failure. Pulmonary edema is ob- 
served more frequently in adults than in children. 
Thus this finding is more useful in the adult for 
evaluation of the presence or absence of heart failure. 
Marked pallor, usually out of proportion to the degree 
of anemia, is characteristic, and probably represents 
edema of the cutaneous tissues. 

Edema is common in both children and adults. This 
is occasionally limited to the eyelids, more often in- 
volving the face and lower extremities, and occasion- 
ally advancing to extreme anasarca. Convulsions are 
fortunately uncommon, and are probably the result of 
cerebral edema and ischemia, and reflect again the 
generalized character of the vascular disease. 

The patient’s urine contains large amounts of al- 
bumin, and usually many red blood cells and casts. An 
increase in the number of white blood cells and renal 
epithelial cells is also seen frequently. 

The peripheral blood count may reveal a moderate 
anemia, with the sedimentation rate being invariably 
fast. Blood urea nitrogen values vary from normal in 
mild cases, to marked elevation in patients with oli- 
guria or anuria. 
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Fever 
Headache 
Malaise and lethargy 
a 
Reduced urine volume 
SIGNS 
Pallor 
Edema 
? 
i¢ 
Table 1. 
ag 


Treatment of Acute Nephritis 
GENERAL MEASURES 


At present there is no therapy available directed 
specifically to the etiology of acute nephritis, but much 
knowledge and experience has accumulated in the 
areas of symptomatic treatment. Such an approach 
does not imply that good treatment is either routine 
or empiric, but, rather, that the physician must indi- 
vidualize his evaluation and planning for each patient 
if the best prognosis is to be realized. 

While experience has shown that disease of the 
kidney is the obvious finding, the fact remains that 
death in acute nephritis is due most frequently to myo- 
cardial failure. The clinical picture is that of a gener- 
alized vascular disease in which the heart, kidneys and 
small vessels manifest the most serious involvement. It 
is logical therefore that treatment be directed to these 
three areas. 

Bed rest is a vital part of therapy. There is good 
physiologic reason for this. If the patient is upright 
(either quiet or active), renal blood flow and glomeru- 
lar filtration rate are reduced due to reflex vasocon- 
striction. This is just as true for the patient with 
renal disease as for a normal individual. In the normal 
individual, with adequate renal functional reserve, the 
reduction in renal function that occurs in response 
to the upright position is of little consequence. How- 
ever, in the patient with an already compromised 
renal function, even minor reductions become signifi- 
cant. Table 2 summarizes the renal hemodynamic re- 
sponse to 60° head up tilt and to ambulation in a 
group of patients with moderately severe nephritis. 


Fever is often present at the onset of acute nephri- 
tis. This may represent either residual primary respira- 
tory or skin infection due to group-A beta-hemolytic 
streptococcus. 

Treatment of the patient with antistreptoccocal 
antibiotics, such as penicillin or tetracycline, is highly 
desirable, but it is unlikely that this will change the 
course of the patient’s acute renal disease. The role 
of antibiotics in therapy is more significant in patients 
with chronic nephritis, as a prophylactic measure for 
prevention of recurrent streptococcal infections, with 
subsequent exacerbation of the nephritic process. 

A careful record of the patient’s intake and output 
is an essential part of good care, particularly in pa- 
tients with reduced urine volume or hypertension. 
For this reason it is usually desirable to hospitalize 
the patient with acute nephritis when any signs of 
impending complications appear, notably lethargy, 
vomiting, reduced urine volume or hypertension. 
Frank oliguria, convulsions and severe hypertension 
make hospitalization urgent. 


ConTROL OF HYPERTENSION 


Arterial blood pressures greater than 140/90 are 
present in the majority of children and most adults 
with acute nephritis and probably contribute ma- 
terially to cardiac strain. Elevation of arterial blood 
pressure may be present initially, or may not appear 
until the third or fourth day of the disease. It prob- 
ably originates from a combination of factors, such 
as generalized vascular disease, renal edema and 
ischemia, and cerebral edema and ischemia. These 
factors probably act, by way of the central nervous 
system, to stimulate the vasomotor center. This in- 


Renal Response to 60° Head-Up Tilt and Ambulation in Six Patients with Nephritis— 
Expressed as Mean Values. 


Mean blood pressure, mm. Hg 
Glomerular filtration rate ml./min. 
Renal blood flow mi./min. 


Table 2. 
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NORMAL PATIENT 


Circulating Agents 
(Nephrogenic in origin, etc.) 


Figure 2a. Factors influencing the level of arterial blood pressure in 
a normotensive subject. These stimuli act by way of the vasomotor 
center and the sympathetic vasoconstrictor fibers to raise blood pres- 
sure through arteriolar constriction (Courtesy Am. J. M. Sc.). 


creases the outflow of vasoconstrictor impulses over 
the sympathetic pathways, and produces hypertension 
through generalized peripheral vascular spasm (Fig- 
ures 2a, 2b, 2c). 

The initial period of bed rest usually gives the 
physician time to assay the stability of the patient’s 
blood pressure as well as to observe his urine volume. 
Necessary laboratory procedures such as blood counts, 
urine examinations and blood urea nitrogen deter- 
minations, may also be completed during this period. 
Minimal degrees of hypertension are often relieved 
by bed rest alone. However, in the majority of pa- 
tients, the elevation of blood pressure is of such sever- 
ity that antihypertensive drug therapy will be necessary. 

In our experience the ideal drug for reducing the 
blood pressure in patients with acute nephritis is 
parenteral reserpine (Serpiloid, Serpasil), used alone 
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HYPERTENSIVE PATIENT 


Circulating Agents 
(Nephrogenic in origin, etc.) 


Figure 2b. The hypertensive subject experiences an excessive outflow 
of vasoconstrictor impulses or an increased responsiveness to normal 
impulses, with rise in peripheral vascular resistance and hyper- 
tension. Apparently this is the modus operandi in many causes of 
hypertension. 


or in combination with hydralazine (Apresoline). Oral 
reserpine requires 7 to 21 days for maximum hypoten- 
sive effect and is therefore of no value in the manage- 
ment of acute hypertensive emergencies. 

Case 1. O. H. (Figure 3), a 5-year-old colored boy, 
was admitted with a five-day history of generalized 
edema, severe headache, marked lethargy, and scant, 
dark reddish-brown urine. Blood pressure was 170/120; 
the pulse was 60; and there was general pitting edema. 
The heart was enlarged. The lungs were clear and 
the abdomen negative. There was extensive healing 
impetigo over the lower extremities. Urine showed 
specific gravity of 1.022, albumin 4+, and many red 
blood cells and casts. The diagnosis was severe acute 
glomerulonephritis. 

The patient was treated with bed rest, and reserpine 
(25 micrograms per kg.) intravenously. The blood 
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4 SITE OF ACTION OF RESERPINE 
AND HYDRALAZINE 


Circulating Agents 
(Nephrogenic in origin, etc.) 


Figure 2c. Reserpine and hydralazine exert their antihypertensive 
effect by depression of the vasomotor and other medullary centers, 
thus reducing the outflow of vasoconstrictor impulses. Ganglionic- 
blocking agents, by contrast, block the transmission of these pressor 
impulses at the level of the sympathetic ganglia (Courtesy ARCH. 
Int. Mep.). 


pressure fell from 170/120 to 125/80 during reserpine 
therapy and remained down for 14 hours. Three addi- 
tional trials produced similar response. The patient’s 
sensorium cleared and he lost 3 kilograms in weight 
during the next six days. Convalescence was unevent- 
ful. He went home on the 15th hospital day, completely 
asymptomatic. Follow-up studies, for impairment of 
renal function, were negative. 

In this child good antihypertensive response was 
achieved with a small parenteral dose of reserpine. 
As indicated in Figure 3, the soporific effect was of 
much shorter duration than the antihypertensive 
action. This patient was also given a dose of pheno- 
barbital with a soporific, but no hypotensive effect. 

While some patients show a satisfactory hypoten- 
sive response to doses as small as 20 to 50 micrograms 
per kilogram of actual body weight, a more consistent 
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and predictable response is obtained in children 
using doses of 80 to 150 micrograms of reserpine per 
kilogram actual body weight (Table 3). The usual 
procedure is to establish stability of the blood pressure 
level during the trial bed rest. If hypertension con- 
tinues, a parenteral dose of reserpine is given (intra- 
venously or intramuscularly), and the blood pressure 
is recorded every 30 minutes for three to four hours 
then every two hours thereafter. 

Figure 4 illustrates both the mean hypotensive 
response and the range for 11 patients on whom both 
clinical and renal hemodynamics observations were 
made. It is readily apparent that the antihypertensive 
effect of reserpine does not appear immediately, and 
does not reach a maximum (in most patients) for 
from 1% to 3 hours, the former interval being more 
characteristic of intravenous therapy and the latter 
of intramuscular treatment. The dose used in these 
studies varied greatly and accounts, in part, for the 
wide variation in degree of blood pressure reduction 
produced. The rate of induction of antihypertensive 
effect and the duration of action of a single dose for 
the individual patient are also widely variable. It is 
therefore desirable to begin treatment with a single 
dose and to determine the ideal dose and frequency 
upon the basis of the individual patient response. 

The clinical course of a typical patient with acute 
nephritis, moderate hypertension, and oliguria treated 
with reserpine is illustrated by the following case 
summary (Figure 5). 

Case 2. D.B. This 6-year-old white female had a 
history of sore throat and cough for six days. Three 
days prior to admission she developed facial edema, 
vague abdominal pain, anorexia and moderate irrita- 
bility. There were no genitourinary complaints. The 
urine volume was reduced. Some dyspnea was present 
on the day of admission. 

Blood pressure was 160/110; pulse 100; respiration, 
44; and temperature, 99°. She was edematous and 
dyspneic, but alert. The throat was injected. The 
liver was down 3 cm. Pitting edema of the lower ex- 
tremities and face was noted. 

The patient was placed at bed rest, fluid intake was 
limited, and she was given reserpine, 100 micrograms 
per kilogram intramuscularly. The blood pressure 
fell from 160/110 to 120/90 in one and one-half 
hours and remained down for 22 hours, then returned 
slowly to pretreatment levels. During the first 24 
hours she showed an increased urine volume and 
lost 2 kilograms in weight. She was given a dose of 
reserpine on the two other occasions when the blood 
pressure exceeded 140/90. Convalescence was un- 
eventful, and by the 15th hospital day she was dis- 
charged, asymptomatic. 
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Figure 3. Typical response to parenteral reserpine. Good response of 
both blood pressure and general symptoms was characteristic of this 
patient’s treatment with parenteral reserpine. Conversely, no anti- 
hypertensive effect was demonstrated with phenobarbital or an early 
trial of parenteral magnesium sulfate (not shown). 


Approximate Individual Dose of Parenteral Reserpine. 


*This is the maximum effective dose. 


Table 3. 
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| 180 Reserpine 0.5 mg, LV. 
. 2 160 Systolic 

¥ 140 
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80 
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ba 9 66° 30 3.0 45 
# 12 88 40 40 6.0 
— 14 110 50 5.0 7.5 
a Adult 150 70 7.0 10.0 


Figure 4. A composite graph of the mean blood pressure and range 


varied from 25 to 250 micrograms per kilogram of body weight. 
In general, doses in excess of 150 micrograms per kilogram of body 
weight did not enhance the antihypertensive effect. 


In most cases the response to intramuscular therapy 
has been more predictable. Such a gradual induction 
of antihypertensive effect has definite advantages, 
notably that dizziness and fainting are uncommon, 
and excessive hypotension occurs rarely. The blood 
pressure is usually reduced toward the safe range, but 
only rarely to an entirely normal value. 

Larger doses than those mentioned here have been 
used, but did not produce greater antihypertensive 
effect. For this reason reserpine is designated as an 
antihypertensive drug, rather than as a hypotensive 
agent. 

Following a single parenteral dose of reserpine 
the blood pressure may remain lowered, for 8 to 24 
hours. This long duration of response means that 
even control is assured, and, furthermore, the patient 
need not be disturbed unnecessarily for frequent 
medication. 

A moderate soporific or “‘tranquillizing” effect is a 
desirable concomitant of successful antihypertensive 
therapy with parenteral reserpine. Chronologically 
this appears before the antihypertensive effect, and 
lasts only a few hours. In patients who are excited 
and upset, by their disease and by the emotional 
stress of hospitalization, this quality of reserpine can 
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of blood pressure responses to parenteral reserpine. The dose used 


be most helpful. With repeated doses the soporific 
properties become less apparent, but the antihyper- 
tensive response continues. 

Although the hypotensive dose response curve for 
parenteral reserpine varies, a maximum blood-pres- 
sure-lowering effect seems to be achieved at the dose 
level of 150 micrograms per kilogram. If adequate 
antihypertensive response is not secured following this 
dose, a supplement of hydralazine should be added, 
but the reserpine continued as the basic agent. 

In certain patients parenteral reserpine alone 
either fails to give ideal antihypertensive effect, or 
else the critical state of the patient’s cardiovascular 
reserve demands a more rapid reduction of blood 
pressure. The addition of single doses of hydralazine 
(Figure 6) by titration is usually effective. This com- 
bined approach permits the use of smaller, and there- 
fore safer, doses of hydralazine. 

In the patient who has already received reserpine, 
and who shows inadequate antihypertensive effect, 
it is our custom to begin by administering a 5-mg. dose 
of hydralazine (intravenously and intramuscularly). 
Then the blood pressure is measured every 15 min- 
utes. If less than the desired fall in blood pressure 
occurs within 45 minutes, the supplemental dose of 
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hydralazine is increased by 5-mg. increments, until 
blood pressure control is achieved. The dose thus 
established is used thereafter as often as necessary, 
as a supplementary drug to control blood pressure. 
In this manner a titration of the effective hydralazine 
supplement is carried out in vivo. We have preferred 
intramuscular administration of hydralazine because 
it is simple, and more prolonged in action. In the 
patient who is admitted with convulsions, or other 
evidence of hypertensive encephalopathy, the simul- 
taneous administration of intravenous reserpine and 
hydralazine may be necessary. 

The following case report illustrates the manage- 
ment of a patient whose progressively severe hyper- 
tension was resistant to parenteral reserpine and re- 
quired the addition of hydralazine. 


Case 3. E.B. (Figure 7) had a five-day histo: \ of 
swelling of face, extremities and abdomen. There vere 
moderate associated malaise and anorexia, but sh.- felt 
fairly well. At admission she was pale, alert, coo} era- 
tive, and markedly edematous. Blood pressure was 
220/140; respiration was not labored; there was no 
local tenderness. There were healing pustular lesions 
over the legs (present for two to three weeks). The 
blood urea nitrogen was 82 mg.; the urine contained 
4+ albumin, and was loaded with red blood cells. 

The elevated blood pressure was treated with intra- 
muscular reserpine (100 micrograms/kg.). There was 
a prompt fall of blood pressure to 160/110, and thena 
gradual fall to 150/90. The blood pressure remained 
down for about 18 hours after each dose of reserpine 
for the first three days. 


BLOOD PRESSURE RESPONSE TO SINGLE INTRAMUSCULAR DOSE 


OF RESERPINE IN ACUTE NEPHRITIS. 
180 


Reserpine 2.5 mg. 1.M. 
160 


Systolic 
140 


- 


110 


Figure 5. Uncomplicated acute nephritis with prompt response to the 
antihypertensive action of parenteral reserpine. 
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HYPOTHETICAL HYDRALAZINE TITRATION 


img. LA. 10 mg. LM. «15 mg. 1M. 
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Figure 6. A hypothetical graph prepared to demonstrate hydralazine 
titration in a hypertensive child without an adequate response to 
reserpine alone. The reserpine dose is increased to a level of 150 
micrograms per kilogram and then hydralazine is added in 5-mg. 
increments until a satisfactory fall in blood pressure is secured. 


K-10 


9-C-F-40 kg. 


H-10=Hydralazine 10 mg. 1M. 
R-4 Reserpine 6 mg. 


; Blood pressure—mm. Hg 


BUN 52 mg. per cent 


Figure 7. This patient had severe acute nephritis that progressed for 
the first 12 days of hospitalization. The combined use of reserpine 
and hydralazine was necessary to control severe hypertension. 
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RENAL HEMODYNAMICS RESPONSE TO RESERPINE 


120 


Figure 8. Renal hemodynamic studies in 11 patients with hyperten- 
ston and acute nephritis. C is the control period. D-1 represents the 
first values obtained after the fall in blood pressure and D-2 shows 
some tendency to recovery 1% hours later. 


On the fourth hospital day the course changed. The 
patient began to look worse, with marked sensorium 
disturbance, increasing intracranial pressure and ris- 
ing blood pressure despite the reserpine therapy. The 
patient also appeared to be developing some cardiac 
failure, so hydralazine was added. A 5-mg. dose (in- 
tramuscular), produced some fall in blood pressure 
but 10 mg. was required for ideal response (Figure 7). 
The patient made a slow but uneventful recovery. The 
urine was negative at the time of discharge, six weeks 
after admission. 


RENAL Response TO BLoop PrEssuRE REDUCTION 


In acute nephritis the kidney exhibits both edema 
and vascular spasm. This leads to a significant degree 
of reduction in renal function and to a decrease in the 
excretion of water and electrolytes. Reduction of blood 
pressure by antihypertensive drugs generally decreases 
blood pressure, and may further reduce renal function. 

Figure 8 indicates the mean values for various 
moieties of renal function in patients with acute 
glomerulonephritis and hypertension. The control per- 
iod (C) was obtained before any drug had been given 
and represents the pretreatment status. Period D-1 
was obtained immediately after a reduction in blood 
pressure appeared, usually at an interval of 1 to 14% 
hours following institution of reserpine. A waiting 


period of ¥% to 1 hour was then observed, and period 


100 


c D, 
Effective renal 
blood flow 


D-2 obtained. In most instances the renal hemody- 
namic values decreased with the initial fall in blood 
pressure, but at the time of period D-2, evidence of 
return of function toward normal was noted. In some 
patients a considerable improvement in renal function 
was present by period D-2, (values sometimes exceed- 
ing the pretreatment level). In others, periods D-1 
and D-2 were similar. The difficulty in continuing 
renal hemodynamic observations beyond three to four 
hours in children probably prevented the demonstra- 
tion of more consistent improvement in renal function. 

The degree of decrease in renal hemodynamic val- 
ues following reserpine-induced fall in blood pressure 
is not sufficient to influence renal function significant- 
ly, and may represent in part, the influence of other 
factors, such as the development of fatigue during 
long renal studies. 

The influence of reserpine-induced blood pressure 
reduction on water and electrolyte excretion is seen in 
Figure 9. In several patients it was noted clinically 
that, following reserpine therapy, previously oliguric 
and edematous patients showed an increase in urine 
volume and often lost 1 to 2 kilograms in body weight 
during the ensuing 24 to 48 hours. Spontaneous 
diuresis in acute nephritis is characteristic, but this 
diuresis seemed to occur in more than coincidental 
relation to the reduction of blood pressure by re- 
serpine. 
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ATER AND ELECTROLYTE EXCRETION 


c 


Volume 
cc./min. 


c 
Sodium 
mEq./ min. 


mEq./min. 


Figure 9. The rate of water and electrolyte excretion in 11 patients with hyperten- 
sion and acute nephritis during the course of antihypertensive therapy with par- 
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Figure 10. The influence of parenteral reserpine 


enteral reserpine. 


The significance of the reduction in rate of sodium 
excretion in period D-2 (Figure 9) is still unknown. 
It may represent renal salt conservation to preserve 
normal plasma values, since during the study period 
the patient is continuously infused with 5 per cent glu- 
cose in water. Plasma electrolyte levels were not al- 
tered significantly during the period of renal hemo- 
dynamic studies (Figure 10). 

Parenteral reserpine was given on the basis of ob- 
served elevation of the blood pressure in most of our 
patients. In general an elevation of blood pressure 
above 140/90 (MBP above 107 mm. Hg) was used as 
a criterion for antihypertensive drug therapy. 

Case C.H. illustrates that, while the severity of the 
hypertension may be progressive, repeated responses 
are obtained to parenteral reserpine therapy. 

Case 4. C.H. (Figure 11), a 4-year-old colored boy, 
was admitted with a history of puffiness of the face 
for one day. Vomiting was present for 12 hours with 
abdominal distention, and definite periorbital edema 
was noted just prior to hospitalization. He had had 
many recurrences of impetigo during the past year. 

Blood pressure was 160/120; pulse, 136; respira- 
tions, 60; temperature, 101.6°. There were general 
pitting edema, some respiratory distress, and lethargy. 
The lungs revealed rales and consolidation of the 
right lower lobe with pleural fluid. The heart was en- 
larged; and the liver was down 3 cm. Skin lesion 
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therapy on plasma sodium and potassium levels in 
patients with hypertension and acute nephritis. 


culture revealed a beta-hemolytic streptococcus. The 
diagnosis was severe acute glomerulonephritis. 

The patient was treated with bed rest, antibiotics, 
restricted fluids and reserpine (80 micrograms per 
kilogram). Recovery was slow. Reserpine was given 
on the basis of sustained elevation of blood pressure 
above 140/95. 

A patient with severe nephritis who was seen sev- 
eral years ago is of interest because she failed to show 
an adequate hypotensive response to magnesium sul- 
fate and developed severe magnesium intoxication in 
the presence of a normal urine volume. 

Case 5. K.McM. (Figure 12), an 8-year-old white fe- 
male, developed severe acute nephritis following an 
upper respiratory infection. The illness was character- 
ized by generalized edema, anorexia and reduced urine 
volume. The blood pressure was 150/110. On about 
the fifth hospital day the urine volume gradually in- 
creased to normal (900 to 1,500 cc./day) but the blood 
pressure continued to rise. 

Magnesium sulfate (100 mg. per kilogram of body 
weight every six hours) was begun by intramuscular 
injection. Figure 12 illustrates the course of this ther- 
apy. Although adequate plasma magnesium levels were 
obtained, very little hypotensive response was ob- 
tained. On the fourth day of this regimen and approxi- 
mately one hour after a dose of intramuscular magne- 
sium sulfate, the patient became unresponsive, and 
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Figure 11. A patient with acute nephritis and severe progressive 
hypertension treated with parenteral reserpine over a six-day period, 
following which the blood pressure remained at normal levels, and 
subsequent recovery was complete. 


Figure 12. This patient’s hypertension was treated with parenteral 
magnesium sulfate before other hypotensive agents were generally 
available. On a standard dose and in the presence of good urine 
volume, she failed to obtain a satisfactory hypotensive response and 
went on to develop severe magnesium intoxication. 
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flaccid with slow, shallow respirations. She vomited a 
small amount of dark brown material. She appeared 
terminal but responded almost immediately to 10 cc. 
of intravenous 10 per cent calcium gluconate. A plas- 
ma magnesium level at this time was 19 mg. per 100 cc. 

Therapy was discontinued, and the plasma level of 
magnesium fell rapidly. The blood pressure remained 
elevated for four days, then gradually returned to nor- 
mal. The patient made a slow but uneventful recovery, 
and four years later she had no evidence of residual 
renal disease. 

In conclusion, our experience, as well as the expe- 
rience of others, suggests that parenteral reserpine is a 
valuable and safe antihypertensive agent for treatment 
of the hypertensive complication of acute nephritis. 
Side effects have been few. The most serious side effect 
that we observed was a Parkinson-like syndrome which 
was temporary and cleared completely as soon as the 
drug was discontinued. The duration of action makes 
the drug convenient to administer. When reserpine 
does not give a satisfactory reduction in blood pres- 
sure, it acts as a basal agent for other antihypertensive 
drugs. Of these, hydralazine is particularly useful. 


OLIGURIA AND ANURIA 


Every patient with acute nephritis is a potential can- 
didate for anuria. Edema and vasculitis of the kidney 
greatly impair blood flow and function of the nephron. 
It is therefore necessary to observe closely the daily 
urine volume. In children, volumes below 10 cc./kg./ 
day can reasonably be classified as oliguria, whereas 
volumes below 5 cc./kg./day constitute virtual anuria. 

A reduced initial rate of urine formation will lead 
the observant physician to anticipate oliguria, but a 
certain method to predict its onset in all cases is not 
available. It is our policy to limit all patients to 10 per 
cent glucose in distilled water for the first 24 to 48 
hours. The quantity of this solution allowed is based 
upon the estimated insensible water loss from skin and 
lungs, plus the observed urine volume. In either anuric 
or oliguric patients this usually amounts to 30 to 40 
ce./kg./day in older children, and 40 to 60 cc./kg./ 
day in infants. Since these patients are existing without 
benefit of kidney regulation of body fluids such a 
regimen accomplishes two desirable purposes: First, 
it provides a maximum protein-sparing dose of glu- 
cose. By decreasing catabolism of body protein in this 
manner the rate of accumulation of the products of cell 
destruction (urea, potassium, phosphates) is reduced, 
and development of toxic levels of such metabolites is 
delayed. The second purpose of this rather austere 
regimen is to prevent intake of any protein, or of salts, 
in excess of body needs, since renal excretion of ex- 
cesses is not possible. Salt should be given only in ac- 
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Figure 13. Method for setting up apparatus for intermittent peritoneal 
lavage, according to Grollman. 


cordance with severe lowering of the blood chemical 
value for sodium. The oliguric or anuric patient should 
not be given potassium salts. 

If oliguria continues, death may occur, due either to 
the accumulation of potassium and the toxic products 
of metabolism, or to excessive hydration followed by 
cardiac failure. The minimization of the former has 
been discussed. The prevention of excess hydration is 
assured if the patient is carefully weighed each day. 
The estimated total fluid intake for that day is then 
modified on the basis of the previous days’ known in- 
take, in order to prevent any increase in body weight. 
Since some catabolism of body tissue invariably takes 
place, a modest weight loss of a few ounces a day is 
probably desirable. Attempts should not be made to 


induce diuresis by the intravenous injection of hyper- 
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Preparation of Solution for Peritoneal Lavage.* 


Quantities of available solutions 
Also add 200,000 units of crystalline penicillin tonic Composition m Eq./I. 
and 250 mg. of tetracycline to each 1000 cc. 
of fluid. cr 


HCO, 


660 ce. of %o% saline 103 
40 cc. of 3.75 Gm. in 50 cc. Ampule 

2.5 cc. of 10% solution 4.5 
300 cc. 10% glucose in water 


Totals 139 4.5 107.5 36 


— 


*For details of preparation and the addition of potossium and magnesium ions, see Grollman, A.: Acute Renal Failure, Charles C Thomas, 
p. 63, 1954. 


Table 4. 


BLOOD PRESSURE RESPONSE TO ORAL RESERPINE AND CHLORISONDAMINE 
(SU 3088) IN A PATIENT WITH HYPERTENSION AND CHRONIC NEPHRITIS. 
W.S. 5¥%4-W-M-18 kg. 
300 
e—e Systolic standing 
e--o Diastolic standing . 
A Systolic reclining 
A. Diastolic reclining 


SU 30 


Time-weeks —» 2 


BUN 
Mg. per cent 


Figure 14. This patient experienced the sudden onset of extreme hyper- 
tension in the course of chronic nephritis. Treatment with oral 
reserpine and an oral ganglionic-blocking agent—chlorisondamine 
(Ecolid)—produced marked improvement in blood pressure and the 
associated symptoms of headache and irritability. (Courtesy Am. 
J. M. Se.) 
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tonic glucose, since this procedure tends only to hy- 
perhydrate the patient, and will not improve renal 
function. Laxatives, hot compresses, and enemas are 
definitely contraindicated. Carbonic anhydrase inhibi- 
tors and mercurial diuretics have no place in the man- 
agement of patients with acute nephritis. 

Conservative management may prolong life for a sig- 
nificant time, particularly in oliguric patients. How- 
ever, in certain instances, the degree of anuria may 
serve to defeat our best efforts, and the blood potas- 
sium rises inexorably to dangerous levels. In such pa- 
tients, the use of intermittent peritoneal lavage is both 
simple and effective. 

.A sterile solution is prepared according to the in- 
structions of Grollman (Table 4), and is introduced 
into the peritoneal cavity by trochar and plastic cath- 
eter (Figure 13). One to two hours are allowed for 
equilibration of this fluid with the body fluids after 
which it is removed. If the patient is excessively hy- 
drated the use of 10 per cent glucose in the lavage solu- 
tion will act osmotically to remove water. This pro- 
cedure can be repeated, at intervals, as necessary to 
keep the blood electrolyte values and the hydration 
in satisfactory balance. The need for this treatment in 
acute nephritis is rare. However, when it does occur, 
the services of a well-equipped laboratory are most 
desirable. 


CaRDIAC FAILURE 


Enlargement of the heart, poor heart tones, and 
electrographic evidence of myocardial disease are com- 
mon in acute nephritis. The therapy of cardiac failure 
in the course of acute nephritis has been mentioned 
indirectly in the previous sections. 

The control of hypertension through relief of periph- 
eral vascular spasm decreases the strain on the heart, 
thus decreases the tendency to failure. Restriction of 
fluids minimizes the possibility of hyperhydration, and 
consequent circulatory overloading. Bed rest, and the 
soporific effect of reserpine probably contributed mate- 
rially to the maintenance of cardiac compensation. 

Despite these measures, progressive enlargement of 
the liver, and increasing dyspnea, in some patients, 
may necessitate the use of digitalis preparations. We 
prefer the use of digitoxin, either parenterally or orally 
in doses of 0.8 mg. per square meter of body surface 
area for digitalization; one-tenth this dose is used for 
maintenance (Table 5). One-half the predicted digital- 
izing dose is given initially, followed by one-half the 
remaining dose every six hours until digitalization is 
accomplished. In acute cardiac failure rapid digitaliza- 
tion may be accomplished with intravenous lanatoside 
C with a dose of 0.04 mg./kg. of body weight, as a 
single dose. 
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RAUWOLFIA + GANGLIONIC BLOCKING AGENT 


Figure 15. Diagram to show sites of action of reserpine and gan- 
glionic-blocking agents. The combination has a more potent anti- 
hypertensive action in the treatment of severe hypertension in chronic 
nephritis. (Courtesy Ancu. Int. MED.) 


Digitoxin Dose Schedule for Children. 
Digitoxin Dose 
Wt. Kg. (sq. meters) Digitalization Maintenance 
a | 0.25 -20 mg. 02 mg. 
10 0.5 40 mg. mg. 
20 0.8 .64 mg. .06 mg. 
30 1.0 -80 mg. .08 mg. 
50 1.5 1.2 mg. -10 mg. ; 
Table 5. he 
Environmental Circulating Agents 
Stimuli LY (Nephrogenic in origin, etc.) 
Cerebral Stimuli 
Hypothalamus 
| 
> Vasomotor Center 
Vasoconstrictor impulses 
Ganglionic Blockade 
Mecamylamine 
Hexamethonium 
Pentolinium 
Ecolid 
af 
\ 
mde! 105 


Curonic Nrepnriris 


A detailed discussion of chronic nephritis is not per- 
tinent, but a few points should be mentioned. Chronic 
nephritis is believed to be a perpetuation of the initial 
nephritic process. 

To the present time no therapy that has been tried 
appears to alter the course of this disease, which ulti- 
mately leads to complete renal destruction in most 
patients. 

Hypertension is frequently associated with chronic 
nephritis. Elevation of blood pressure is often severe, 
and not proportionate to the degree of impairment of 
renal function. The hypertension, however, further 
aggravates the renal damage, and also leads to damage 
of vascular beds in other areas of the body besides the 
kidneys. 

In this situation oral reserpine is a valuable basal 
antihypertensive agent. However, if control of the 
blood pressure is to be ideal, the addition of a gangli- 
onic-blocking agent is usually necessary. The follow- 
ing case summary illustrates the management of this 
problem. 

Case 6. W.S. (Figure 14). This child developed a 
typical nephrotic syndrome at the age of 14 months 
with anasarca, proteinuria, hypoproteinemia and hy- 
percholesterolemia. He was given intermittent steroid 
therapy for edema, with diuresis several times. At the 


age of 3% years he became edema-free but did not 
“look well” and drank large amounts of liquid. \t 5 
years, he developed headaches, his blood pressure was 
found to be 300/190, and he was referred to us for 
study. 

Examination revealed a thin, pale child who was 
alert and cooperative but extremely irritable. ‘There 
was no edema. The blood pressure was 280/190. Blood 
urea nitrogen was 22 mg.; other chemical values were 
normal. The sodium:potassium ratio of the urine was 
3.0. Intravenous pyelogram revealed a normal genito- 
urinary tract. 

Renal function studies, using corrected values, were 
as follows: glomerular filtration rate, 46 cc./min; 
renal plasma flow, 202 cc./min.; effective renal blood 
flow, 355 cc./ min. 

The patient was given parenteral reserpine, with a 
fall in mean blood pressure of 51 mm. Hg (211 to 160) 
and a slight increase in glomerular filtration rate and 
renal plasma flow. 

After four weeks on oral reserpine (1.0 mg. q.i.d.), 
the patient’s blood pressure was still 180/140, so a 
ganglionic-blocking agent (SU 3088) was added, and 
increased gradually to 50 mg. q.i.d. Constipation was 
controlled with laxatives. The patient is now free of 
headaches and irritability. The blood pressure remains 
in the range of 100/70, standing, to 160/100, reclining 
(Figure 15). 


Physical Survey 


OVER A FIVE-YEAR PERIOD we have attempted to give careful 
and economical screening, largely for cancer of the breast, 
genital tract, and intestinal tract, to a group of 5,000 pa- 
tients. This program is designed either for the individual 
physician or for a group in private practice. Results to 
date suggest that this program is of value for several rea- 
sons. By careful screening, preinvasive or early cancer can 
best be detected at the time most favorable for treatment 
and/or cure. This program screens for many constitutional 
illnesses as well, although not for those of an acute or trau- 
matic nature. It also points out to the patient the desire on 
the part of her physician not only to cure her when she is 
ill but to anticipate and to try to prevent problems through- 
out her entire lifetime. Episodic medical care is no longer 
adequate, in our opinion, and should be replaced by long- 
term prophylactic scrutiny. This is becoming more possible 
each year, and the cost of the use of improved methods will 
be willingly supported by the patient whose physician has 
carefully explained to her the goals and advantages of such 
a continuous and consistent program.—Robsert N. RUTHER- 
FORD, M.D. and A. LawreNcE Banks, M.D., J.A.M.A., 
160:1289, 1956. 
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Treponema Pallidum Immobilization Test 


THE MEDICAL and lay readers have had ample opportunity 
in recent years to learn some of the inadequacies in sero- 
logic tests employing lipid antigens. The TPI test has 
proved an important tool in resolving many of the diag- 
nostic dilemmas in which the clinician may find himself. 
Because technical limitations have precluded the wide- 
spread use of the TPI test, a number of laboratories have 
been seeking test procedures that would compare in speci- 
ficity with the TPI test but which could be more easily 
applied. Often it is not recognized that these newer test 
procedures, that is, immune-adherence, agglutination, and 
complement-fixation, clearly demonstrate that syphilis 
evokes a variety of antibodies. The full significance of these 
various antibodies is not yet understood. Equally impor- 
tant is the fact that no single test technic, including the 
TPI, will measure all of these antibodies. Thus, the fond 
dream of many clinicians that some one test represents the 
single definitive procedure seems doomed to failure. It 1s 
more likely that one or more of the treponemal tests can be 
expected to reduce the margin of diagnostic error but 
never to eliminate it.—Harowp J. MaGNuson, M.D. and 
Joseru Portnoy, Pu.p., Am. J. Pub. Health, 46:190, 1956. 
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Endocarditis After Cardiac Surgery 


BacTERIAL endocarditis following cardiac valvular sur- 
gery is an infrequent but serious complication. Dalton, 
Williams and Atkins have reported three cases to add 
to the list of six previously described in medical 
writings. 

Most ominous of all features of post-valvulotomy 
endocarditis, a penicillin-resistant staphylococcus was 
the causative organism in six of the nine patients, 
including the three described by Dalton’s group. 
These three and two of the earlier cases ended fatally. 

The total experience again emphasizes the con- 
siderable risk of staphylococcal infections of all kinds 
in hospitalized patients. (New England J. Med., 
254:205, 1956.) 


Sickle Cell Anemia 


SHAPIRO AND PoE reported a series of 37 patients with 
sickle cell anemia, who underwent various types of 
operative procedures. In 34 of the cases, some form 
of anesthesia was employed. They found a high inci- 
dence of complications in these cases, including pre- 
mature stillbirths, infection and wound sloughing. 
The authors suggested that the occurrence of eight 
complications in 37 cases might bear some relationship 
to the sickle cell anemia, and they discussed the diffi- 
culties accompanying the management of patients with 
this disease by anesthesiologists and surgeons. They 
referred to a case reported by Bauer of fatal, post- 
operative, acute nephritis due to complete plugging 
of vessels with sickled erythrocytes. 

In the cases reported, the diagnosis of sickle cell 
anemia was not always made preoperatively. Modern 
methods of cell counting did not disclose the presence 
of abnormal erythrocytes, and the growing tendency 
to utilize photoelectric methods of hemoglobin deter- 
mination further precluded discovery of the disease. 
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Tips from Other Journals 


The authors pointed out the extreme susceptibility 
of sickle cells to hypoxia of any type. They emphasized 
the importance of avoiding overheavy premedication, 
hypotension, visceral vessel dilatation and respiratory 
depression. They stated that strict attention should 
be paid to maintenance of high oxygen saturation in 
all patients in whom sickle cell anemia is even a remote 
possibility. (Anesthesiology, 16:771, 1955.) 


Post-thrombophlebitic Syndrome 


LowENBERG AND Mascara reported the results of treat- 
ment by radical surgery in 60 cases of post-thrombo- 
phlebitic syndrome. Such complications had appeared 
as stasis dermatitis, ulceration, lymphedema, varicose 
veins and_ permanent damage to the femoral veins. The 
lumen of the latter was found to be almost obliterated 
and distorted and the valves were nonexistent. The 
patients complained of pain, swelling, heaviness, 
fatigue and leg cramps. Episodes of sepsis, chills and 
fever were common after mild trauma or infection. 

Presurgical care consisted of bed rest with elevation 
of the foot of the bed, wet dressings and more specific 
treatment of ulcerations if present. One or more of 
several surgical procedures were carried out. Simul- 
taneous performance of all needed procedures seemed 
important. Operations included such procedures as 
saphenous vein ligation and stripping, Homans’ type of 
the Kondoleon operation, interruption of the incom- 
petent perforator veins, and wide excision of ulcers and 
devitalized tissue with skin grafting. Conservative man- 
agement was still recognized as the treatment of choice 
for the usual post-thrombophlebitic leg. 

The authors stated that following surgery, the ma- 
jority of the patients were more comfortable. There were 
no untoward effects. Recurrence of leg ulceration was 
minimal and rare. Slight lymphedema often persisted 
but this was controlled easily. (Arch. Surg., 72: 
136, 1956.) 


107 


i 
not 
it 5 
was 
for » 
was 
vere 
was 
id 
vere 
; 
lood 
tha : 
160) 
and 
.d.), 
SO a 
and 
was 
vains 
ning 
— 
__| 
sero- 
t has 
diag- 
mself, a 
wide- 
have 
speci- 
easily 
r test 
1, and 
philis 
‘these 
mpor- 
ig the 
fond 
ts the 
. It is 
can be 
yr but 
». and 
1956. 


Esophageal Varices 


THE PROBLEM of esophageal varices is usually related to 
an underlying disorder capable of producing elevation 
of venous pressure within the portal system or the su- 
perior vena caval system. Palmer and Brick noted that 
there are three other general classes of esophageal 
varices, as follows: 

1. Varices of upper part of esophagus believed to be 
due to venous congestion by the cricopharyngeus mus- 
cle on abnormal caudal extensions of the hypopharyn- 
geal plexus. 

2. Varices with portal hypertension but without clin- 
ical or anatomic explanation for the portal hypertension. 

3. Idiopathic varices (distal esophagus) in the ab- 
sence of portal or superior caval hypertension. 

The authors mentioned that the diagnosis of the 
third type (idiopathic varices) cannot be made unless 
the venous pressure within the varices is measured di- 
rectly and found to be normal. They had made the 
diagnosis by that means in 13 patients (out of a total of 
350 cases of esophageal varices diagnosed by esopha- 
goscopy). 

Nine of the 13 patients came to attention because of 
hemorrhage from the varices. The other four were ex- 
amined because of either dysphagia or epigastric pain. 
When hemorrhage did occur, it was not severe and re- 
sponded promptly to conservative treatment. There 
was reason to suppose that the bleeding had been ini- 
tiated by esophagitis. (Am. J. M. Sc., 230:515, 1955.) 


Amebic Hepatitis 


THE CLINICAL SYNDROME of amebic hepatitis consists of 
hepatomegaly, hepatic tenderness, slight to moderate 
fever, moderate leukocytosis and laboratory evidence 
of hepatic dysfunction in a patient with a history of 
intestinal amebiasis. According to Kean, an important 
feature is response to specific antiamebic therapy. 

The lesion in the liver is assumed to be a diffuse 
hepatitis caused by Endamoeba histolytica, in contrast 
to the classical localized amebic abscess. However, 
Kean was unable to demonstrate specific diffuse hepatic 
lesions in a large series of autopsies from an area where 
the incidence of intestinal amebiasis is moderately 
high, nor in 148 persons who died of amebiasis, nor in 
50 patients with the clinical pattern of diffuse amebic. 
hepatitis who were subjected to liver biopsy. 

Failure to find a specific lesion in the liver suggests 
that the clinical picture of amebic hepatitis may be due 
to processes other than diffuse hepatic necrosis caused 
by E. histolytica. The author suggested that, in any 
ulceration of the bowel, bacteria, debris and other 
noxious material may be carried to the liver, causing 
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sufficient hepatic reaction to result in clinical 1) inj- 
festations. A response to antiamebic or so-called sp: cific 
therapy may be the response to healing of the inte- tine 
or to elimination of small localized abscesses. (.‘ rch, 
Int. Med., 96 :667, 1955.) 


Emphysema, Peptic Ulcer and Smoking 


Lowe and his colleagues tentatively assign a place 
to smoking in the pathogenesis of both emphysema and 
peptic ulcer. In the preceding 18 months the authors 
had observed 25 patients with chronic obstructive 
pulmonary emphysema. All had been heavy smokers, 
and with the exception of one male patient who 
smoked cigars exclusively, all had smoked cigarettes 
for 20 years or more. In six of the 25 patients with 
emphysema, peptic ulcer was also present. 

Other studies have also noted an association between 
peptic ulcer and emphysema. The authors believe that 
the presence of cigarette smoking in this association is 
best explained as a cause in emphysema and an ag- 
gravating circumstance and possibly a cause in peptic 
ulcer. 

In emphysema the basic lesion is inflammation and 
obstruction of the peripheral and narrow portion of 
the airway. This is caused by the inhalation of minute 
irritating particles, including smoke and_ possibly 
fumes and certain industrial dusts. 

The authors suggest further that emphysema and 
perhaps peptic ulcer should be assigned a place along 
with carcinoma of the lung in the tobacco controversy. 
Intensive study of this question is warranted since 
emphysema is more common than carcinoma of the 
lung and has a prognosis almost as gloomy. (New 


England J. Med., 254:123, 1956.) 


Nitrofurantoin 


Ricuarps and his associates studied the clinical and 
bacteriologic effects of nitrofurantoin in the treatment 
of urinary tract infection in 39 patients. The best ef- 
fects were obtained in patients having acute and un- 
complicated infections rather than in the group of 
chronic cases with underlying complicating conditions 
in the urinary tract. 

E. coli, the commonest urinary tract pathogen was 
the organism most consistently eliminated. None of 
eight infections with proteus in which follow up data 
were available was permanently cleared of this organ- 
ism. The alkaline pH of the urine in established pro- 
teus infection may play a significant role in further 
lessening the effectiveness of nitrofurantoin. Infections 
with Pseudomonas were not affected and new strains 
of this organism frequently appeared as new invaders. 
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Gastrointestinal toxic manifestations appeared and 
seemed to be largely a function of dosage, but they 
generally caused no serious problem. There was no 
evidence of renal toxicity. Although effective concen- 
trations of this drug were found in the urine, blood 
levels were inadequate following oral administration. 

The authors recognize that an agent that does not 
achieve effective levels in the blood or tissue fluid may 
not yield optimal results in the treatment of urinary 
tract infections. However, they indicate that no final 
proof is at hand that a “urinary antiseptic” is neces- 
sarily any less “curative” than antimicrobial agents 
producing effective blood levels. Complications re- 
main the deciding factor in most instances. (Arch. Int. 
Med., 96 :437, 1955.) 


Constitutional Hyperbilirubinemia 


IN REPORTING a case of constitutional hyperbilirubine- 
mia, Eanet and Brick emphasized that the most im- 
portant aspect of this disease is its consistently excel- 
lent prognosis and benign characteristics. The disease 
is likely to be encountered in young adults who have 
chronic mild jaundice without symptoms. However, in 
some instances, the diagnosis is confused because the 
patient complains of abdominal pain, easy fatigability, 
anorexia and irritability. Presumably such symptoms 
are entirely unrelated to the jaundice or are a conse- 
quence of anxiety or tension resulting mainly from the 
patient’s (and physician’s) preoccupation with discov- 
ering a cause for the jaundice. 

Diagnosis of constitutional hyperbilirubinemia is 
based on the following criteria: (1) acholuric jaundice, 
(2) normal physical examination otherwise, (3) hyper- 
bilirubinemia (elevation mainly of indirect-reacting 
bilirubin), (4) normal liver function tests otherwise, 
(5) normal cholecystogram, (6) exclusion of subtle 
hemolytic process by reticulocyte counts and quantita- 
tive fecal urobilinogen assays, (7) normal liver biopsy. 


(New England J. Med., 253:1062, 1955.) 


Uses of Penicillin V 


Penicitin V is chemically different from penicillin G. 
The new compound is an acid and passes through the 
stomach unchanged. In contrast, penicillin G is partly 
inactivated by gastric juice. It was anticipated, there- 
fore, that administration of penicillin V by mouth would 
give higher blood levels than a corresponding dose of 
penicillin G. Martin, Nichols and Heilman have con- 
firmed that expectation, as shown in the accompanying 
scatiergram. 

In a limited clinical application of penicillin V, these 
authors showed that it is indeed useful for oral therapy. 
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For maintenance of adequate blood levels, they recom- 
mended that intervals between doses should not ex- 
ceed four hours. They used four-hourly doses of 
400,000 units for infections of moderate severity and 
800,000 units for fairly severe infections. At the time 
of their preliminary report, untoward reactions had 
been few—amainly mild gastrointestinal irritation mani- 
fested by slight abdominal cramping and an increased 
number of stools that tended to be liquid. (Proc. Staff 
Meet., Mayo Clin., 30:467, 1955.) 


SLOOO LEVELS OF PENICILLIN 
AFTER ADMINISTRATION OF A SINGLE 
200,000 UNIT DOSE BY MOUTH. 
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Meconium Plug Syndrome 


CiatwortHy and his coworkers described a type of 
intestinal obstruction in the newborn, which they 
termed the meconium plug syndrome. 

The authors reported nine cases of this entity. 
Eight of the infants were male; their ages varied from 
1 to 6 days. All had evidence of intestinal obstruction 
shortly after birth. None of the infants had passed any 
normal meconium, although two had evacuated a small 
amount of mucoid material. The general appearance 
of the patients was relatively good. 

The roentgenologic findings varied with the duration 
of the obstruction and with the site of the meconium 
impaction. Initial plain and upright films of the ab- 
domen showed a generalized gas pattern with more or 
less dilatation of the entire bowel. On barium enema 
study, the rectosigmoid and usually the descending 
colon up to the splenic flexure or higher were narrow 
and ribbonlike. Barium passed through this narrow 
area into the dilated portion. The point of caliber 
change was either long and tapering or funnel-like. 

Most of the infants were treated by simple measures 
such as digital examination, barium enema, or hydro- 
gen peroxide enemas. These were followed immediate- 
ly by the passage of large amounts of thick meconium 
and gas. 

Two infants who did not improve were operated 
upon. One was relieved of the obstruction by a tem- 
porary enterostomy and the other by a temporary 
colostomy. 

Meconium samples were examined for the presence 
of trypsin. In each instance when the first meconium 
was obtained, there was no tryptic activity. Subsequent- 
ly the meconium from the same infants showed a 
progressive increase in the trypsin. 

The authors emphasized that in these infants early 
surgical exploration is not indicated since relief of the 
obstruction can be achieved by simpler means. (Sur- 


gery, 39:131, 1956) 


Pneumoperitoneum in Hernias 


MASON REPORTED a series of nine patients with large 
abdominal hernias in whom preoperative pneumoperi- 
toneum was employed to enlarge the abdominal cavity 
and to allow return of the hernial contents. 

Under local anesthesia, using a 50-cc. syringe and 
blunt needle, air was injected into any convenient 
portion of the peritoneal cavity, well away from scars of 
previous surgery. The amount injected varied with the 
patient’s symptoms. Refills were carried out at five- to 
seven-day intervals over a period of one month. 
Shoulder pain was usually experienced after the initial 
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injection. This pain disappeared after a few days. 
Enough air was instilled to keep the patient mildly un- 
comfortable. 

When large amounts of air were used, patieiits 
sometimes complained of moderate epigastric pain, 
easily confused with intestinal obstruction. The cor- 
rect diagnosis could be established by removing some 
of the air. With the aid of pneumoperitoneum, ad- 
equate space for complete reduction of the hernia 
was usually afforded, and there was enough relaxation 
for a secure repair. 

In emergency situations the author recommended 
staged operations. In the first operation the sac was 
simply opened and the incarcerated contents were re- 
turned to the abdominal cavity with or without re- 
section of devascularized omentum or bowel, as in- 
dicated. Pneumoperitoneum was then begun, and 
when the abdominal cavity would admit the contents 
easily, without tension, the hernia was repaired in a 
second stage. (Surgery, 39:143, 1956) 


Prostatic Cancer and Acid Phosphatase 


ELEVATED VALUEs of the serum acid phosphatase are al- 
most always indicative of metastatic adenocarcinoma of 
the prostate gland. The source of the additional enzyme 
in the serum is believed to be the secretion of the 
prostatic acini that form the metastases. These 
glandular structures pour acid phosphatase into the 
surrounding tissue and the enzyme diffuses freely into 
the blood. 

Hudson and his associates report three patients with 
enormously increased amounts of serum acid phospha- 
tase and extensive metastases to the liver from prostatic 
cancer. Their studies indicated that there are at least 
two possible explanations for the extremely high levels 
of serum acid phosphatase in these patients. It is 
possible that prostatic carcinoma cells in such a vas- 
cular organ as the liver can more readily secrete 
acid phosphatase into the systemic circulation. On 
the other hand, there may be impairment of those 
unknown metabolic processes concerned with the 
destruction of acid phosphatase. It is probable that the 
liver is in some way concerned with the catabolism of 
serum acid phosphatase and that injury to this organ 
impairs this function. 

The authors noted that the total volume of metastatic 
glandular tissue in one of their cases was less than that 
in many other instances of prostatic cancer in which 
extremely high serum acid phosphatase levels are not 
detected. The clinical and laboratory evidence of pro- 
gressive hepatic insufficiency in this case directly 
paralleled the sharply rising serum acid phosphatase. 
In another case the rapid fall of serum acid phosphatase 
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following bilateral orchiectomy was associated with the 
return to normal reactions of the liver function tests. 
The third case demonstrated a parallelism between 
the fall of acid phosphatase after hormonal therapy 
and a return of liver function to normal. (Am. J. Med., 
19:895, 1955.) 


Tuberculosis of the Myocardium 


BarnEs and his associates report a case of tuberculosis 
of the myocardium which had some unusual features. 
Previous reports of this disorder have described mainly 
cases of far-advanced pulmonary or generalized tuber- 
culosis. In the case presented by the authors, tuber- 
culosis had not been previously diagnosed, and there 
was no focus of active disease other than in the myocar- 
dium at the time of death. The history indicated that 
pericardial invasion had taken place ten years before 
death. There was extensive myocardial calcification, 
involving both ventricles. There was a large tuber- 
culous abscess in the wall of the left ventricle. This had 
recently ruptured into the cavity of the left ventricle, 
causing embolic phenomena and death. Tubercle 
bacilli were cultured from the caseous material ob- 
tained at the autopsy. A calcified lymph node was ad- 
herent to the pericardial sac. Presumably this was the 
source of the original infection of the pericardium. 
(Dis. of Chest, 29:96, 1956.) 


Restoration of Arterial Flow 


WHEN A SEGMENT of an important peripheral artery is 
occluded (by thrombus), there is a natural tendency 
for peripheral blood flow to be maintained by way of 
collateral arteries (Figure 1). Usually the collateral cir- 
culation supplies something less than optimal amounts 
of blood, and there is evidence of some degree of circu- 
latory insufficiency. Crawford and DeBakey remind that 
there are three surgical methods for re-establishment 
of better peripheral blood flow. 

The first method—endarterectomy—has been dis- 
appointing. According to these authors, it is too often 
followed by postoperative thrombosis. At best, it would 
seem applicable only to very short occlusive lesions. 

The second method entails replacement of the ob- 
structed segment of artery by a homograft (Figure 2). 
This method requires extensive dissection and often 
necessitates interruption of collateral vessels. Then if 
the homograft becomes obstructed, the peripheral cir- 
culation is likely to be worse than it had been before 
operation. 

Crawford and DeBakey favor a method in which 
the obstructed segment of artery is by-passed, using a 
homograft (Figure 3). This method causes less dis- 
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Figure 1. Obstruction of peripheral artery. 


Figure 2. Replacement of obstructed segment of artery by homo- 
graft. Extensive dissection has resulted in disturbance of collateral 
circulation. 


Figure 3. By-passing of obstructed segment of artery; collateral 
vessels undisturbed. 


turbance of collateral vessels. It has been applied by 
the authors in 40 extremities. Pulsatile blood flow was 
restored in all but three. In the three failures, it was 
especially significant that the patients were not made 
worse by the operation. (Surg., Gynec., ¢7 Obst., 101 :529, 
1955.) 
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Spontaneous Perforation of the Esophagus 


BROOKER REPORTED a case of spontaneous perforation 
of the esophagus and described the symptomatology 
and treatment of this important condition. Reviewing 
the literature, he stated that although vomiting almost 
always has preceded perforation, in some instances 
pain has preceded the vomiting. In most cases the 
catastrophe has been accompanied by some pathologic 
process in the esophagus. 

A triad of vomiting (frequently of bloody material), 
severe pain (lower thoracic and upper abdominal) and 
subcutaneous emphysema in the neck has often been 
associated with this condition. Emphysema was pres- 
ent in 50 per cent of reported cases but often was 
absent when rupture occurred into the pleural cavity. 

The case presented was that of a 72-year-old laborer, 
who experienced the onset of severe chest pain and 
vomiting of bloody fluid while eating lunch by a road- 
side. Hospitalized, he showed evidence of left hydro- 
pneumothorax. Thoracentesis yielded 250 cc. of air 
and 300 cc. of bloody fluid. Lipiodol by mouth demon- 
strated a U-shaped pattern in the lower esophagus, 
which was interpreted as a hiatal hernia with perfora- 
tion of a viscus into the left pleural cavity. Thoracot- 
omy was performed and a 2.5 cm. by 1.5 cm. perfora- 
tion of the esophagus was found. This was closed with 
drainage of the pleural cavity, but the patient died on 
the following day. 

The author emphasized the importance of early 
diagnosis in this condition. He stated that open thora- 
cotomy, with closure of the esophageal perforation, 
followed by closed drainage of the mediastinum and 
pleural cavity should be effected without delay. (Am. 
Surgeon, 22:129, 1956.) 


Recurrence of Colon Carcinoma 


BgEaL AND Cornett reported the rate of local recur- 
rence in a group of 140 patients, who underwent colon 
resections at Cornell Medical Center over a five-year 
period. The patients’ ages ranged from 30 to 91 years. 
The sexes were almost evenly divided. Only patients 
with malignant lesions situated above the peritoneal 
reflection were included. 

One of the most striking features of this report was 
the marked difference between the incidence of anas- 
tomotic recurrence in the mid and right portions of 
the colon and the left portion. Among 49 resections 
proximal to the splenic flexure, there were only two 
local recurrences. In the 91 resections of carcinomas 
originating in the splenic flexure, descending colon 
and sigmoid, there were 19 recurrences, an incidence 
of 20.9 per cent. 
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The authors suggested several causative factors in 
these recurrences. Exfoliation of tumor cells with :m- 
plantation at the anastomotic site was felt to account 
for some cases but did not account for the considera\le 
difference between the right and left colon. The fiid- 
ing of benign or malignant satellite polyps, in as meny 
as 30 per cent of cases, was considered to be an im- 
portant etiologic factor in recurrence. Since such 
polyps are much more common in the left than in the 
right side of the colon, this theory is consistent with 
the greater recurrence rate on the left than on the 
right side. Another factor suggested was local exten- 
sion of the tumor with lymphatic obstruction. Such 
obstruction might result in retrograde progression of 
the lesion in the pericolic lymphatics. 

To prevent anastomotic recurrences of colonic can- 
cer, the authors recommended (1) occlusive ligatures 
about the wall of the bowel, above and below the 
tumor; (2) intraluminal inspection of the remaining 
portion of the colon by means of a sigmoidoscope at 
the time of resection, in search of polyps, and (3) ex- 
tension of the proximal and distal limits of resection 
as far as possible. They stated that careful follow-up 
examinations should be made for polyps and for re- 
current carcinoma. (Ann. Surg., 143:1, 1956.) 


Intramuscular Iron 


IRON DEFICIENCY ANEMIA can usually be corrected by 
supplying iron in an acceptable form and by insuring 


_ satisfactory conditions of pH in the stomach and upper 


small intestine. Some patients are unwilling to take 
adequate amounts of iron by mouth while others show 
intolerance, such as gastrointestinal disturbances, to 
even small doses of the metal, and still others appear to 
be refractory although dosage is theoretically sufficient. 

Various methods of supplying iron parenterally have 
been tried in the past but usually the development of 
undesirable local and general reactions has precluded 
their use in practice. The introduction of saccharated 
iron oxide suitably prepared for intravenous injection 
was an important step forward in therapy. However, 
even this substance is not free from danger when it 
leaks into the subcutaneous tissues, and it can on occa- 
sion cause toxic reaction in certain persons. 

Grunberg and Blair carried out clinical trials on a 
new iron complex which appeared suitable for intra- 
muscular administration. This preparation is an iron- 
dextran complex. In 30 treated patients, no difficulty 
was encountered as a result of the administration of the 
material or from side effects. The response was satis- 
factory and was indistinguishable from that obtained 
with intravenous iron therapy. (Arch. Int. Med., 96: 
731, 1955.) 
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Encephalopathies of Liver Disease 


McDermott, Wareham and Riddell contend that cases 
of “hepatic coma” should be subdivided into groups 
according to certain clinical facts. That notion was 
supported by observations on the effects of treatment 
with L-glutamic acid in 28 patients having encepha- 
lopathy and advanced liver disease. 

The trial of L-glutamic acid was justified by the fol- 
lowing previously established facts: (1) Encephalopa- 
thy of liver disease is regularly attended by elevated 
blood ammonia levels. (2) In some instances, though 
not invariably, the neurologic status correlates quite 
well with changes in blood ammonia values. (3) L-glu- 
tamic acid, in the presence of glucose, combines read- 
ily with ammonia to form glutamine. 

When administered by mouth, L-glutamic acid pow- 
der was given in a liquid medium. For parenteral ad- 
ministration, the sodium salt or a mixture of sodium 
and potassium salts was placed in a liter of dextrose 
solution for intravenous use. The usual daily dose was 
25 Gm., although 50 Gm. was chosen for a few patients. 

One group of six patients had developed central- 
nervous-system symptoms and signs without any ap- 
parent precipitating factors (“acute spontaneous en- 
cephalopathy”’). Although treatment with L-glutamic 
acid caused transient improvement in two of these 
patients, the eventual result was death in hepatic coma 
in all six cases. 

Although these patients had shown high blood am- 
monia levels, and although the treatment had tended 
to reduce those levels, the authors reasoned that am- 
monia was only one factor in the intoxication that 
marks the end stage of advanced liver disease. They 
had not expected L-glutamic acid to have any bene- 
ficial effect upon the complicated metabolic abnormal- 
ities of this state. 

A second group of 14 patients had developed neuro- 
logic manifestations immediately after a precipitating 
factor that accounted for introduction of a large amount 
of nitrogenous substance into the gastrointestinal tract 
(“acute exogenous encephalopathy”). Precipitating 
factors included a high intake of protein, ingestion of 
ammonium chloride and gastrointestinal hemorrhage. 
In this group there was close correlation of neurologic 
status with blood ammonia levels. As the levels were 
reduced by L-glutamic acid, patients usually improved 
remarkably. 

A third group of eight patients showed chronic con- 
fusion without any rapid progression to coma and with- 
out spontaneous remissions or exacerbations (‘chronic 
encephalopathy”). Most of these patients had been 
helped to a degree by a low-protein diet, but restric- 
tion of nitrogenous intake alone was not enough to re- 
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store them to normal. With the addition of L-glutamic 
acid therapy, six of these patients were restored to a 
normal neurologic status. 

The results of the acute phase of the authors’ studies 
are shown in the accompanying diagram. (New Eng- 


land J. Med., 253:1093, 1955.) 


RESULTS FOLLOWING L-GLUTAMIC ACID 
THERAPY IN 28 PATIENTS HAVING 
ENCEPHALOPATHY ASSOCIATED 

WITH ADVANCED LIVER DISEASE. 
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Cortisone in Surgical Shock 


IN piIscussING present-day therapy of shock in surgical 
patients, Lundy dwelled especially on the risk of shock 
in patients who have been receiving cortisone or 
ACTH until some time (long or short) before an opera- 
tion is done. That type of shock can be prevented, 
Lundy said, by administering cortisone before, during 
and after the operation. 

In that same connection, the author wrote about 
“... people who come to operation and anesthesia 
deficient in the physiologic stamina normally provided 
by the products of the adrenal glands for protection 
against uncommon stress, such as anesthesia and oper- 
ation undoubtedly are.” For such patients, he advo- 
cated administration of cortisone for prevention of 
shock. He would give the hormone preoperatively, on 
the day of the operation and again in the first part of 
the postoperative period. (Proc. Staff Meet., Mayo Clin., 
30: 446, 1955.) 


ACCORDING TO SCHMIDT, anything that allows acid gas- 
tric or alkaline duodenal secretions to come into pro- 
longed contac’ with esophageal mucous membrane 
may produce a regurgitant esophageal ulcer. 

The sliding type of esophageal hiatal hernia is the 
commonest cause of esophageal ulcers. In these pa- 
tients during recumbency or during periods when 
pressure is applied to the anterior abdominal wall, the 
stomach will be pushed into the thorax. Esophagitis 
ensues, and if this process is not controlled, it may 
eventually lead to deep ulceration, formation of stric- 
ture and shortening of the esophagus. 

Operations on the gastric cardia and esophagogas- 
trectomy may be complicated by the formation of re- 
gurgitant esophageal ulcers. Prolonged vomiting sec- 
ondary to migraine, pregnancy, postoperative states 
and obstructing lesions of the gastrointestinal tract 
also may produce esophageal ulcers. 

Dysphagia, retrosternal burning, epigastric pain, 
pyrosis, vomiting and hemorrhage are the commonest 
symptoms of regurgitant ulceration of the esophagus. 

Roentgenologic findings include shortening and 
slight dilatation of the esophagus. Stricture formation 
involving the distal esophagus may be seen. 

Esophagoscopy should always be done to identify 
the lesion and to rule out carcinoma. The esophagos- 
copic examination reveals yellow-tinged gastric secre- 
tions in the middle and lower third of the esophagus 
due to an absence of sphincteric reaction at the cardia. 
Since prolonged exposure of the esophagus to gastric 
juice usually causes esophagitis, the mucous mem- 
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brane becomes inflamed. As the inflammatory reaction 
becomes more severe, linear superficial ulceration \ \|| 
develop between the longitudinal mucosal folds at t\:e 
esophagogastric junction. A deep, indurated ulcer m.y 
be seen on the esophageal side of the esophagogast: ic 


junction. 


Definitive therapy includes a medical program which 
consists of the use of an ulcer diet and antacids. Tie 
patients should also be advised to sleep with the head 
of the bed elevated 6 to 8 inches so that the force of 
gravity is utilized to keep acid gastric secretions in the 
stomach. When there is troublesome dysphagia, the 
passage of esophageal dilating sounds may be helpful. 
Obese patients should lose weight, should not wear 
tight undergarments and should avoid stooping-over 
positions. (Arch. Int. Med., 96:717, 1955.) 


Kidney Biopsy 


IN AN ATTEMPT to assess the clinical usefulness of kidney 
biopsy, Parrish and Howe compared the pathologic 
impressions from 100 successful renal biopsies with the 
clinical diagnoses. Renal biopsy established the diag- 
nosis in 52 per cent of the patients studied when the 
clinical impression was incorrect. It confirmed the 
clinical impression in 39 per cent of instances, and in 
9 per cent neither the pathologist nor the clinician 
could arrive at a definite diagnosis. Kidney biopsy was 
of least help in acute glomerulonephritis where the 
clinical impression was correct 89 per cent of the time. 

In patients in whom renal disease was thought to 
exist yet in whom no clinical impression could be made, 
renal biopsy proved of little value. Furthermore, in 
some cases in which acute pyelonephritis was thought 
to be present on good clinical evidence, renal biopsy 
was not confirmatory. However, since this can be a 
focal disease, it is not inconceivable that an involved 
area was missed by the biopsy needle. 

This procedure was of considerable value in the 
diagnosis of intercapillary glomerulosclerosis, chronic 
glomerulonephritis, nephrosclerosis and such rare dis- 
eases of the kidney as polycystic disease, amyloidosis, 
and metastatic carcinoma. The lowest incidence of cor- 
rect clinical diagnosis occurred in malignant hyper- 
tension, nephrosclerosis and diabetic glomeruloscle- 
rosis. The greatest clinical error occurred in making 
a diagnosis of chronic glomerulonephritis or diabetic 
glomerulosclerosis when, on biopsy, the patients were 
found to have arteriolonephrosclerosis. 

The authors are convinced of the safety of the pro- 
cedure and emphasize that renal needle biopsy has a 
mortality of about 0.3 per cent and a morbidity rate of 
about the same magnitude. (Arch. Int. Med., 96: 712, 
1955.) 
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Dionosil in Bronchography 


THE IDEAL CONTRAST MEDIA for bronchography is one 
in which the degree of irritation produced should be 
sufficiently slight that the procedure may be per- 
formed with a minimum of effort and with the least 
possible post-bronchographic complications. In addi- 
tion, the contrast agent should so outline the bronchial 
tree and provide such roentgenographic contrast that 
maximum diagnostic utility is attained. A third desir- 
able feature is that the contrast medium be removed or 
absorbed, so that later roentgen diagnostic study of 
the chest may be of maximum benefit. 

Nice and Azad report the results obtained with the 
use of propyliodone which is manufactured under the 
trade name Dionosil. Dionosil is available as an aque- 
ous or oily suspension, Over 75 per cent of the con- 
trast material disappeared from the pulmonary fields 
within 24 hours. In 48 hours, over 90 per cent disap- 
peared, and in 72 hours, usually only a trace or none 
at all could be seen. 

Diagnostic bronchograms were obtained with either 
the oily or the aqueous suspension of Dionosil. The 
oily suspension is perhaps less irritating but also shows 
a slightly greater tendency to enter the alveoli. 

The authors observed few complications following 
the use of Dionosil. A slight cough was noted in about 
10 per cent of the patients. A temperature elevation, 
confined to the day following bronchography and us- 
ually not exceeding 100° F., occurred in eight pa- 
tients. The febrile reactions subsided spontaneously. 
The contrast agent is excreted in the urine without 
formation of iodide ions, so that bronchography may 
be performed in individuals who are sensitive to iodine. 
(Radiology, 66:1, 1956.) 


Acute Glomerulonephritis 


DURING THE WINTER of 1951-52, an unusually large out- 
break of acute glomerulonephritis occurred during a 
respiratory disease epidemic at the United States Naval 
Training Station at Bainbridge, Maryland. This af- 
forded Stetson and his associates an opportunity to 
study closely some of the characteristics of the renal 
disorder in one group of patients having identified 
streptococcal infections. 

The resulting observations supported previous evi- 
dence that certain strains of group A streptococci, not- 
ably Lancefield type 12, are peculiarly nephritogenic. 
Thus, acute glomerulonephritis occurred in 12 per cent 
of 184 patients convalescing from pharyngitis due to 
type 12 streptococci, and in none of 146 patients con- 
valescing from pharyngitis due to other types of group 
A streptococci. 
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Gamma Globulin 


ATTACK RATES OF ACUTE 
GLOMERULONEPHRITIS IN THREE 
GROUPS OF PATIENTS HAVING 
INFECTIONS WITH TYPE 12, 
GROUP A STREPTOCOCC! 


In general, nephritis tended to develop after a 6- to 
16-day latent period following the precipitating strep- 
tococcal infection. Some patients received penicillin 
treatment of the streptococcal infection, others received 
no treatment, and still others were given gamma globu- 
lin (based on the hypothesis that passive protection 
against a streptococcal nephrotoxic substance might be 
afforded by some immune substance that is in the ma- 
terial). 

Results in terms of prevalence of nephritis in the 
three groups of patients are shown in the accompany- 
ing diagram. Early use of penicillin gave significantly 
good protection. Gamma globulin was not helpful— 


- may actually have been harmful, although the figures 


seemed not significant statistically. (Medicine, 34:431, 
1955.) 
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Thymic Neoplasms 


Errter AND McCormack observed 19 cases of thymic 
neoplasm selected on the basis of clinical and histo- 
pathologic study. These tumors may be solid or cystic, 
well encapsulated or extremely invasive, soft or cal- 
cific. Although these tumors may be wildly malignant, 
they are limited in their scope of metastases. 

Sixteen of the 19 cases proved to be malignant. 
The criteria of malignancy in this series were (1) 
direct extension through the capsule into adjacent tis- 
sues, (2) intrathoracic implantation, (3) recurrence and 
(4) distant metastases. Only one patient demonstrated 
a distant metastasis. 

The authors emphasized that it is difficult to dis- 
tinguish between the benign and malignant thymoma 
on a histopathologic basis. It is for this reason that they 
consider all thymic neoplasms to be of malignant po- 
tential and believe that the term, malignant thymoma, 
should be utilized for a general classification. 

Six of the patients had or developed myasthenia 
gravis. Treatment of the neoplasm did not help the 
myasthenia gravis. 

Therapy in thymic neoplasm, as in all mediastinal 
tumors, should be directed toward cancer control. Ideal 
therapy consists of surgical extirpation of the primary 
neoplasm, followed by a full course of radiation ther- 
apy to the anterior mediastinum. The authors have 


adopted this policy since they believe that one cannot 
distinguish the benign from the malignant tumor by 
histclogic study or by the gross appearance of the 
lesion. (J. Thoracic Surg., 31:60, 1956.) 


Myocardial Infarction in White and Negro 


McVay anv Ket reviewed the clinical records of 330 
patients with myocardial infarction. The records were 
those of a large mid-southern university hospital where 
the ratio of admissions was approximately 70 per cent 
Negro to 30 per cent white. In this series, there were 
162 white patients with myocardial infarction as com- 
pared with 168 Negroes. 

Myocardial infarction was equally frequent among 
Negro men and women, while among the white pa- 
tients, it was three times as common among the men. 
The average age at the time of myocardial infarction 
in the Negro women was 55 years as compared with 
65 years for the white women, 61.7 years for the Negro 
men and 62.7 years for the white men. 

Of special interest was the fact that 38 per cent of 
Negro women had suffered a myocardial infarct prior 


to reaching the age of 50, while only 7.5 per cent of the - 


white women had had an infarct prior to 50. Among 
the men, 13 per cent of the white patients and 19 per 


116 


cent of the Negroes had experienced an infarction |\-- 
fore the beginning of the 50th year. 

Obesity, diabetes, hypertension and a family history 
of cardiovascular disease occurred with approximat« ly 
equal frequency in both Negro and white patients. 

An interesting observation was an incidence of ai- 
gina pectoris in 60 per cent of the white women, while 
this symptom was observed in only 25 per cent of the 
Negro women. Among the men, 31 per cent of the Ne- 
groes reported a history of angina pectoris, while 50 
per cent of the white men had a definite history of this 
symptom. (Arch. Int. Med., 96:762, 1955.) 


Hypertension in Childhood Nephritis 


Errecporr, Smith and Johnson studied the useful- 
ness of reserpine and hydralazine in the hypertensive 
phase of acute glomerulonephritis in children. These 
agents were given to 20 children ranging in age from 3 
to 10 years. All had classical acute nephritis, and in 
each case, there was a persistent hypertension of 
140/90 or more following phenobarbital and bed rest. 
(The rest period was omitted in patients with heart 
failure or hypertensive encephalopathy. In these cases, 
drugs were given as soon as the diagnosis was 
established.) 

In the absence of severe complications, reserpine 
alone was given a trial (Group I). When this response 
was inadequate, hydralazine was administered four to 
six hours later and repeated as needed at infrequent 
intervals (Group II). The two drugs were started simul- 
taneously in patients with heart failure or encephalop- 
athy (Group III). Both drugs were used intramus- 
cularly. Reserpine was given in doses of 0.07 mg. per 
kilogram, and hydralazine in doses of 0.15 mg. per 
kilogram. In addition to observing the clinical response 
to these agents, detailed renal function studies were 
performed before and after therapy. 

The average time for the blood pressure to fall below 
140/90 was 84 minutes in Group I, 64 minutes (after 
hydralazine) in Group II, and 66 minutes in Group 
III. The maximum response occurred at an average 
time of 180, 517 and 260 minutes, respectively, in the 
three groups. 

Significantly, 40 per cent of Group I, 57 per cent 
of Group II and 70 per cent of Group III required 
only one dose for the blood pressure to return to and 
remain at normal levels. 

The study indicated that in the dosage schedules 
used, these drugs are free from undesirable side 
effects and minimally alter renal function. In the opin- 
ion of the authors, they are the choice of the currently 
available agents for the control of hypertension in 
nephritis. (J. Pediat, 48:129, 1956.) 
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Kerosene Poisoning in Children 


ACCIDENTAL INGESTION of kerosene by children is the 
most common cause of poisoning in the South. There, 
the death rate for children under 5 years of age is four 
times the rate for aspirin poisoning. McNally stresses 
these statistics in his review of 204 cases of kerosene in- 
gestion in this age group. 

All of the children were admitted to the hospital 
with upper respiratory tract symptoms. Five were 
dyspneic and 11 cyanotic. Rales and rhonchi were 
heard in 20 patients, and 30 per cent were diagnosed 
as pneumonia. Most patients were admitted afebrile, 
but 87 per cent rapidly developed fever between 100° 
and 105° F., with tachycardia. 

Forty-seven per cent of those having chest x-rays 
had positive evidence of pneumonia. These varied from 
patchy infiltrations to diffuse bilateral interstitial pneu- 
monia. In 80 per cent of the patients with positive 
findings, there was involvement of portions of all lobes 
of both lungs. The complications of empyema and 
pneumothorax reported by other authors were absent 
in this series. 

Twenty-eight per cent had gastrointestinal symp- 
toms, and 40 per cent were lethargic. Although eight 
children were semicomatose, none convulsed. 

Seventy-three per cent had leukocytosis of over 
10,000, 30 per cent showed albuminuria, and in six 
cases reducing substances were present in the urine. 
There were six deaths in this series. 

Extensive experience with such cases has evolved the 
following routine treatment: Immediate gastric lavage 
with 2 ounces of mineral oil. Another ounce is then 
left in the stomach. If the child has vomited, or is not 
drowsy, the lavage is omitted. Penicillin is given im- 
mediately, and continued every four hours until the 
temperature is normal. Caffeine sodium benzoate 0.5 


PRIMARY ALDOSTERONISM 
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cc. is administered in the presence of drowsiness or 
depression, and Coramine (0.5 cc.) and oxygen when 
respiration is labored. 

Experimental studies on the effects of kerosene 
poisoning conflict, but it appears that injury to the 
lungs results from absorbed kerosene carried by the 
blood stream as well as by aspiration. (J. Pediat., 48: 
296, 1956.) 


Primary Aldosteronism 


Tue Functions of aldosterone, a newly discovered 
adrenal hormone, have been linked with a clinical 
syndrome to establish a clinical entity—primary 
aldosteronism. As described by Conn and Louis, 
aldosterone is a sodium-retaining corticoid. When pro- 
duced excessively by the adrenals, it causes the chain 
of events shown in the diagram below. 

Patients having the syndrome also tend to have 
hypertension. They do not exhibit edema, nor do they 
have evidence of disturbance of other adrenal functions. 

The low level of serum potassium is remarkably re- 
sistant to efforts to replace that ion. Curiously, al- 
though episodes of profound muscle weakness are en- 
countered, there are relatively few symptoms at 
extremely low levels of serum potassium. 

Conn and Louis noted that primary aldosteronism 
adequately explains a disease formerly called “‘potas- 
sium-losing nephritis.” Most important of all, recogni- 
tion of the syndrome should lead to an exploratory 
operation for discovery of an adrenal cortical tumor (or 
possibly adrenal cortical hyperplasia). Of 12 cases of 
primary aldosteronism known personally to the 
authors, nine have been cured by surgical removal of 
an adrenal adenoma. The other three also had an 
adrenal tumor but were recognized in retrospect at 
autopsy. (Ann. Int. Med., 44:1, 1956.) 
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Splenic Artery Bypass Grafts 


WARREN REPORTED two cases in which occlusion of 
the abdominal aorta and iliac artery respectively were 
bypassed by a graft from the splenic to the common 
femoral artery. In the first instance, removal of the 
occluded aorta with direct grafting was not possible 
because of extreme cardiovascular disease. In the sec- 
ond, the aorta had already been replaced by a graft, 
but the iliac branch of the graft became occluded. The 
splenic shunt seemed preferable to an attempt at re- 
moval of the graft from its scarred bed. 

Long iliofemoral grafts were used for the bypass. 
Splenectomy was not necessary in either case and 
dissection of the splenic artery from the pancreas was 
avoided. In one case the graft extended from the splenic 
to the left common femoral artery, and in one to the 
right femoral. The graft, having been united to the 
stump of the splenic artery by end-to-end suture, was 
made to tunnel retroperitoneally under the transverse 
mesocolon, along the ureter, to the common femoral 
artery. Suture to the latter vessel was performed by 
the end-to-end method in one case and by the end-to- 
side technique in the other. 

In one case, hemorrhage occurred from breakdown 
of the graft four months postoperatively, but it was 
repaired successfully. In both cases, good arterial flow 
was observed through the graft. Relief of symptoms 


demonstrated the ability of the splenic artery stump 
to carry enough blood to support activity of the lower 
extremity. (Arch. Surg., 72:57, 1956.) 


Diabetic Infections of the Lower Extremity 


ROSENBERG AND LONDON reported the results of local 
excision and drainage of gangrenous lesions of the 
foot in diabetics. In a group of 58 patients with infec- 
tion and associated gangrene of the lower extremities, 
27 required primary amputations. In the other 31 pa- 
tients simpler operations were done. Seventeen re- 
sponded favorably to local excision; in 14, local sur- 
gery was followed by major amputations. 

Diabetic gangrenous lesions were classified into three 
groups: (1) gangrene due to arterial insufficiency with 
little or no infection; (2) local gangrene secondary to 
the destructive action of infection; and (3) gangrene 
of combined etiology with elements of both vascular 
impairment and infection intermixed. Since the in- 
fectious element may be treated successfully by anti- 
biotics and excisional surgery, the prognosis paradoxi- 
cally may be better in the diabetic than in the purely 
vascular cases. 

Gangrenous toes were amputated and the wounds 
either closed or allowed to heal by second intention. 
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Plaque-like lesions of the heel were excised, wit!. or 
without subsequent skin grafting. Deeper lesions were 
excised radically down to healthy tissue. When the os 
calcis was exposed, all the presenting cortical hone 
was chiseled away, leaving a flat canellous bony sur- 
face. This, by reason of its rich capillary supply, pro- 
vided an adequate bed for pinch grafting. 

The authors recommended this excision and drain- 
age procedure as a test of circulation in treatment of 
localized areas of gangrene in diabetic patients. When 
sufficient blood supply was present, limb conservation 
was often possible. (Arch. Surg., 72:160, 1956.) 


Hypotension Following Removal 
of Pheochromocytoma 


BearpD and his associates report the case of an 1I- 
year-old-boy with a malignant pheochromocytoma of 
the left adrenal gland which was resected. The post- 
operative, course was unusual in that a total of 128 
mg. of arterenol (nor-epinephrine) was used over a 12- 
hour period in an attempt to control the hypotension 
that had developed. The patient died and the mechan- 
ism of death was unexplained by any significant post- 
mortem findings. 

The authors suspected that death was due to a sud- 
den cardiac arrhythmia, most likely ventricular fibrilla- 
tion. They recognized that arterenol in the usual 
dosage does not cause increased myocardial irritability 
but speculated that when large doses are required in a 
patient who is also receiving digitalis and whose myo- 
cardium might be subjected to some hypoxia during 
anesthesia, increased myocardial irritability might de- 
velop. They suggested that administration of quinidine 
or other depressants of myocardial irritability might 
be considered when large doses of arterenol must be 
given. (Arch. Int. Med., 96:273, 1955.) 


Diagnosis of Thyrotoxicosis 


In HIS REVIEW of methods for diagnosis of thyro- 
toxicosis, Beierwaltes emphasized that the diagnosis 
can be made in the great majority of cases by history, 
physical examination, BMR determination and ob- 
servation of response to therapy. The I'*! uptake and 
level of serum protein-bound iodine are only con- 
firmatory in such cases. However, in some instances, 
these latter tests are essential to diagnosis. 

In a general way, the I'*' uptake measures the rate 
at which the thyroid cells pick up iodine, and indirectly 
this indicates the rate of production of thyroid hor- 
mone. Similarly, the serum PBI reflects the level of 
thyroid hormone in the blood stream available to 
stimulate the body cells. 
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or Both tests are interfered with when the patient has Estimation of serum PBI is a difficult test, beyond 
re recently received iodine in any form (iodides by mouth _ the scope of the usual clinical laboratory. On the other 
Os or by injection, x-ray contrast media). The iodine de- _ hand, the I™ uptake test is simple. 
ne presses I*' uptake because the thyroid cells are already Variations in the tests for thyrotoxicosis, as dis- 
ir- loaded with iodine. The serum PBI becomes “arti- cussed by Beierwaltes, are presented in the table below. 
0- ficially” elevated. (Ann. Int. Med., 44:40, 1956.) 
n- 
of 
en 
on DIAGNOSIS OF THYROTOXICOSIS 
Condition [| Uptake Serum PBI BMR Cholesterol Comments 
Thyrotoxicosis Increased Increased Increased Decreased The overactive thyroid is transforming 
iodine more rapidly (increased I™ up- 
i1- take) into thyroxine (increased PBI). 
of Iodine-treated Decreased _Increased Increased Decreased The I uptake is decreased because 
st- thyrotoxicosis the gland is filled with stable iodine. 
28 PBI value is high because of thyrotoxi- 
12- cosis or administered iodine. 
ion Propylthiouracil- § Normal Normal Increased Normal Propylthiouracil blocks organic binding 
an- treated of iodine in the thyroid gland. 
thyrotoxicosis 
Large goiter, Increased Normal Normal Normal There is more thyroid tissue, hence a 
ud- euthyroid greater total ['** uptake. 
lla- Thyroiditis Decreased _Increased Increased Decreased Leakage of stored thyroid hormone pos- 
ual sibly accounts for evidences of thyrotox- 
lity icosis. The damaged gland does not 
na pick up P™, 
” Pregnancy Increased Increased Increased Increased The hypermetabolism of pregnancy re- 
ing sembles thyrotoxicosis in all respects 
de- except the cholesterol value. 
ine Congestive Normal Normal Increased = Decreased 
ght heart failure 
be Thyrotoxicosis with Increased Increased Increased Decreased 
heart failure 
Same—under treat- Increased Decreased _ Increased Decreased PBI values are “falsely” lowered by the 
ment with mer- administration of mercurial diuretics. 
curial diuretics 
- Leukemia, Normal Normal Increased Decreased The hypermetabolic state is distin- 
Polycythemia guished from thyrotoxicosis by the 
normal PBI and F™ uptake. 
wit Acromegaly, Normal Normal Increased Normal Only the elevated BMR suggests thyro- 
pod Pheochromocytoma toxicosis 
ces, Cirrhosis Increased Normal Normal Normal The hyperkinetic alcoholic-cirrhotic 
shows an increased I"*' uptake without 
hyperthyroidism. 
ctly Thyrotoxicosis Decreased _ Increased Increased Decreased The effects of administration of desic- 
sia factitia cated thyroid mimic true thyrotoxicosis 
1 of in all except one important respect. 
> to 
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Carotid Artery Thrombosis Following Head Injury 


SEDZIMIR REPORTED six cases of thrombosis of the in- 
ternal carotid artery following head injury. The pa- 
tients varied from 28 to 54 years of age. In two, a 
fracture was present in the floor of the anterior fossa 
near the internal carotid artery. Four patients sur- 
vived with varying degrees of disability, and two died. 

In all cases the impact was frontal. In one instance 
the thrombus was firmly adherent to the vessel wall 
at the point of emergence of the artery from the 
cavernous sinus. Here, the author pointed out, the 
artery is anchored to the embracing dura mater. The 
distal end of the vessel curves backward and upward 
and forward before it ends by dividing into the an- 
terior and middle cerebral arteries. These latter 
branches soon become fixed to the brain. 

The author stated that when a force is applied to 
the head there is a certain amount of movement of the 
brain within its coverings. The distal segment of the 
internal carotid artery moves with the brain. The more 
proximal portion remains immobile at the point where 
the artery leaves the cavernous sinus. Here it is sub- 
ject to shearing strains, and thrombosis may occur. 

Sedzimir suggested that carotid thrombosis may ac- 
count for the findings in certain confusing head in- 
juries. Such patients, after a lucid interval, may show 
deterioration in the conscious level and may develop 
focal signs. Exploration for massive intracranial hemor- 
rhage may be unrevealing, and there may be no evi- 
dence of tension of the brain. Yet after improvement, 
more or less permanent disability may remain. Evi- 
dence of internal carotid thrombosis may appear early 
or may not become apparent for weeks, months or 
years after the injury. (J. Neurol., Neurosurg. & 
Psychiat., 18:293, 1955.) 


Russian Surgery 


ELLIS DESCRIBED an interesting two-week visit to Rus- 
sian medical centers in Leningrad and Moscow during 
1955. Although his tour was a limited one, and his 
contacts were made through an interpreter, he was 
able to draw some definite conclusions regarding sur- 
gery in the U.S.S.R. 

Ellis stated that he was courteously received by all 
surgeons and hospital personnel, although all inter- 
views were arranged through the Russian government. 
He found the hospitals to be old and unattractive on 
the outside, but clean and in general well equipped. 
Although socialized medicine has been practiced since 
1917, some private practice is still allowed. 

Medical training consists of a six-year course be- 
ginning at the end of high school. Following this, young 
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doctors are sent out to practice in an assigned location 
for three years. Those who wish to study surgery t ien 
return to a teaching center for three more year~ of 
training after which they may practice surgery. 

Approximately one-half of the practicing physicians 
and surgeons were women. The author found the 
physician-patient relationship excellent. Nursing care 
seemed good and a real effort was made to estab- 
lish a cheerful atmosphere. 

Ellis stated that practically all of the operations 
common in the United States are being performed in 
Russia, with good results as far as he could determine. 
These included mitral commissurotomy, patent ductus 
operations, lobectomy, pneumonectomy and esopha- 
geal resection. Gastrectomy, sphincterotomy for pan- 
creatitis, and colon resections were frequent. Cadaver 
transfusions were used often but not invariably. Local 
anesthesia was used extensively, but general anes- 
thesia was not as far advanced as in this country. 
(Arch. Surg., 72:185, 1956.) 


Listeria Meningitis 


LISTERIA MONOCYTOGENES is a gram-positive rod that 
morphologically resembles the common diphtheroids. 
Mathieu and his colleagues consider that this pathogen 
has frequently been overlooked as a contaminant. 
Colonies of Listeria resemble those of beta streptococ- 
ci, and since the organism forms short chains in trypti- 
case-soy broth, another case of “mistaken identity” 
may arise. 

These authors report two cases of Listeria meningitis 
in infants. In both of these cases, and in those previ- 
ously reported, the symptomatology was misleading. 
Newborn infants may have poor feeding, diarrhea, 
cyanosis, drowsiness or convulsions. One patient had 
cardiorespiratory symptoms with recurrent apnea. 

Spinal fluid from both infants was positive on smear 
and culture for Listeria monocytogenes. Both isolates 
were inhibited by small amounts of antibiotics, in one 
instance by less than 0.007 unit penicillin per cc. 

This disease may simulate tuberculous meningitis. 
In both diseases, the spinal fluid may be clear. In both, 
the spinal fluid shows a pleocytosis with polymor- 
phonuclear leukocytes predominating early, and then 
lymphocytes predominating later. 

Since a great percentage of human infections with 
this organism have occurred in newborns, it seems that 
the infection may occur via the genital tract. 

The authors stress that if this species is kept in 
mind when examining spinal fluid, and if the charac- 
teristics of the isolate are carefully observed, it will be 
less likely to be mistaken for a diphtheroid or beta 
streptococcus. (J. Pediat., 48: 349, 1956.) 
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“New” Infections 


(National Tuberculosis Association, New York, May 21.) 
“ALARMING INCREASES” of new chromogenic infections 
are occurring among both patients hospitalized for tu- 
berculosis, and patients hospitalized for other diseases. 
Over a 15-month period, laboratory tests detected 156 
such cases—125 of them persistent—among tubercu- 
losis patients, and 142—60 persistent—among persons 
with other lung diseases, said Marre L. Kocu, Pu.D., 
Veterans Administration Hospital, Wood, Wisc. 

Isolation of atypical organisms causing disease in 69 
patients was described by Dr. Horace E. Crow, Battey 
State Hospital, Rome, Ga. Cough was the predominant 
symptom, and 65 per cent were chronically ill. These 
bacilli, either new or more probably now recognized 
more accurately, are not tubercle bacilli, but often 
cause similar illness. 


Nurses’ Risks 


(Ibid, May 23.) Fan MoRE NuRSES die from violent 
causes, and from cancer and heart ailments, than from 
communicable diseases. This finding is based upon a 
ten-year follow-up of 26,000 nurses, begun in 1943. 
Ninety-six died during that time, with 35 dying from 
violent causes. This included 14 killed by automobiles, 
seven by overdoses of barbiturates, six by suicide, two 
by carbon monoxide poisoning, and one murdered. 
Cancer and cardiovascular-renal diseases ranked next. 
Only three died of tuberculosis, which formerly was a 
leading cause of fatalities among nurses. Seven died 
from poliomyelitis. 

“Insofar as the present findings warrant generaliza- 
tion, it would seem that today’s young nurses no longer 
pay a heavy penalty from exposure to communicable 
diseases. Instead their greatest mortality risks do not 
appear to be directly related to their professional serv- 
ices.” Their profession could confer a health ad- 
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vantage, for the death rate in this sample was only half 
the expected rate among white women of comparable 
ages in the general population.—ANDREW THEODORE 
and Anne G. BerGer, reporting the study directed by Dr. 
Carroll E. Palmer, U.S. Public Health Service. 


Source of Tuberculosis 


(Ibid, May 24.) A recent U.S. Public Health Service 
study finds that 45 per cent of tuberculosis patients are 
not hospitalized. Eighty-seven per cent of them are in 
advanced stages. Half are age 45 or older, with men 
predominating. A main implication of this is that it is 
“certainly the unhospitalized tuberculosis cases, both 
the known and the unknown, that produce the 80,000 
new cases reported each year in this country.”—Dr. 
Epwarp X. MiKoL, general director of tuberculosis hos- 
pitals, New York State Department of Health, Albany. 


Air Pollution 


(Ibid, May 22.) STATISTICAL EVIDENCE is accumulating 
to indicate that ‘‘a portion of the increase of cancer of 
the lung is due to air pollution,” though smoking may 
also be related. Air pollution appears significant as a 
“chronic cause of illness and death.”—Dr. Leonarp 
GREENBURG, Commissioner, Department of Air Pollution 
Control, New York City. 


Heart Protection 


(New York State Medical Society, New York, May 9.) 
DIET CONTAINING only 20 per cent calories from fat, 
and sustained, judicious physical activity throughout 
life would appear useful defenses against development 
of atherosclerosis and coronary occlusions. Incidence 
of coronary disease is strikingly higher among Amer- 
ican men, whose diet often is high in fats, than among 
men in other countries where fats supply no more than 
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20 per cent of calories. The low fat diet with caloric 
intake adjusted to individual needs can be made inter- 
esting and palatable, and can include fresh fruits and 
vegetables, lean meats, fowl, game and certain foods. 

As for exercise, “in studies of more than 500 out- 
standing American athletes who are continuing stren- 
uous athletic endeavors, especially including old mara- 
thon runners up to 67 years of age, we have been im- 
pressed by the virtual absence of stigma of athero- 
sclerosis, as compared to the general population in the 
same age groups. The food habits of the athletes were 
the same as those of their nonathletic contemporaries.” 
—Dnkr. Joszrn B. Wourre, Valley Forge Heart Institute 
and Hospital, Fairview Village, Pa. 


Choline Theophyllinate 


(Ibid, May 8.) BRONCHIAL ASTHMA was relieved in 22 of 
33 patients by administration of choline theophylli- 
nate. The drug brought complete to moderate relief of 
premenstrual tension in 31 of 43 women, when they 
took tablets four times daily for seven to ten days before 
the beginning of menstruation.—Drs. Hersert S. 
KuprerMan, Sipney Dann, Frepericxk R. Brown, AR- 
THuR C. DeGrarr and JoHN GAGLIANI, PH.D., New York 
University-Bellevue Medical Center. 


Retinal Detachment 


(Ibid, May 11.) RETINAL DETACHMENT should be sus- 
pected “in any eye past the age of 45 whether the pa- 
tient gives us cause for this suspicion or not.” ‘““Wa- 
tery” vision in one eye, or a sudden worsening of 
vision in the cataract patient, are highly significant, 
and if found in one eye, call for careful examination of 
the other eye. Lying flat and motionless in bed is not 
necessary, and is about impossible. The eyes should be 
bandaged tightly, but slow movement of the head and 
body should be allowed. Postoperatively, the treat- 
ment is much the same, with rest and quiet, but not 
immobility.—Dr. Granam Ciark, Presbyterian Hos- 
pital, New York City. 


Esotropia 


(Ibid, May 11.) Tue miotic pruc, Floropryl or DEP, is 
as beneficial as or better than eye glasses for manage- 
ment and correction of certain cases of esotropia, ex- 
cept when significant astigmatism exists. One drop of 
the miotic is placed in each eye at bedtime for two 
weeks. Then if there is significant reduction or com- 
plete elimination of the deviation, the drug is continued 
every other night for two months.—Dr. Pur Knapp, 


Presbyterian Hospital, New York City. 


Pemphigus Treatment 


(Illinois State Medical Society, Chicago, May 17.) ACTH 
AND CORTISONE “have proved to be the most effective 
and life-prolonging therapeutic agents available” in 
treating pemphigus. Before these corticosteroids were 
available, 56 per cent of one group of 34 patients hos- 
pitalized in a dying condition succumbed. In a second 
group of 31, when ACTH was employed in small 
amounts, 32 per cent died. In 1955-56, when ade- 
quate amounts were available, there were three deaths 
in 14 cases, or 20 per cent. Apparently the steroids 
must be administered over long periods of time to 
obtain ultimate benefit—Dr. M. Biverans, 
Northwestern University Medical School, and Dr. Leov- 
arD Hott, Cook County Hospital, Chicago. 


Perinatal Deaths 


(Association for Aid to Crippled Children, New York, 
May 1.) ONLY HEART DISEASE, cancer and cerebral hem- 
orrhage take a greater toll of life than do deaths asso- 
ciated with birth. In 1953, there were 2,000 maternal 
deaths, 86,000 fetal deaths, and 77,000 among infants 
under 28 days old. Disablement from birth injury and 
prenatal conditions may take a higher toll. But much 
of today’s reproductive loss could be prevented if pres- 
ent knowledge were more widely applied. Infant mor- 
tality rates are 27 per cent higher in isolated counties. 
—Dr. Martua M. Exsot, Chief, U.S. Children’s Bureau. 


Inguinal Hernia 


(International College of Surgeons Sectional Meeting, 
Chattanooga, May 1.) Some stx MILLION Americans have 
had inguinal hernias. A hernia is less likely to recur in 
younger people, after initial repair. ‘Infants and chil- 
dren should have the repair done when the diagnosis 
is made, regardless of age, provided their general con- 
dition does not contraindicate elective surgery at the 
time. I do not recommend trusses, either for the young 
or the very old because of the false sense of security 
they afford.”—Dr. Lawrence W. Lone, Jackson, Miss. 


Fat Grafts 


(American Association of Plastic Surgeons, Toronto, 
May 17.) Grarts OF FATTY TISSUE taken from the pa- 
tient’s own buttocks or abdomen can be used success- 
fully to restore normal contour to the face and limbs of 
persons suffering from muscle atrophy or other soft 
tissue defects. They produce a more normal appeat- 
ance than bone or cartilage grafts, or foreign implants. 
—Dr. Lynpon A. Peer, Newark, N.J. 
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Malignant Melanoma 


Q. An 8-mm., black, raised mole widely removed from 
the medial aspect of the calf of a 24-year-old clerk was 
proven to be malignant melanoma on microscopic 
examination. What if any further treatment is re- 


quired ? The inguinal glands are not enlarged. 


A. Experience has shown that even in the absence of 
clinical enlargement, regional lymph nodes contain 
metastatic tumor cells in as many as 58 per cent of 
cases of malignant melanoma. The consensus indicates 
that, in such a case as the one presented, an inguinal 
lymph node dissection should be performed. The 
incision should begin with re-excision of the scar at 
the site of removal of the melanoma, extend to the 
popliteal space and upward to the groin. As wide a 
strip of skin and deep fascia as possible should be 
removed, and a block dissection of nodes of the pop- 
liteal space and inguinal area should be performed. 
Both superficial and deep inguinal glands must be 
included. 


Oxygen “Poisoning” 


Q. Under what circumstances should one worry about 
provoking ill effects by administration of oxygen by 
inhalation ? 


A. The sudden administration of high concentrations 
of oxygen in an attempt to relieve dyspnea, hypoxia 
and cyanosis in patients with chronic pulmonary 
emphysema and pulmonary heart disease may be fol- 
lowed by the distressing symptoms of the so-called 
carbon dioxide intoxication syndrome. In these patients 
the medullary respiratory centers appear to have lost 
their sensitivity to the pCOz stimulus for respiration 
(centrogenic drive). Hence the chemoreflex drive for 
tespirstion, the hypoxic stimulus from the sensory 
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nerve endings in the carotid and aortic bodies, has to 
assume the chief responsibility for maintaining respira- 
tion in these patients. The sudden injudicious removal 
of this hypoxic stimulus may be followed by a break- 
down in the homeostatic mechanisms sustaining res- 
piration, and further hypoventilation may ensue. 

The carbon dioxide retention usually brings about a 
compensatory increase in the alkali reserve (metabolic 
alkalosis) and a fall in serum chlorides and increase in 
urine chlorides. Greater increase in the arterial pCO» 
and content may follow, and ultimately respiratory 
acidosis, with a drop in arterial pH. These factors 
appear primarily responsible for producing weakness, 
headache, air hunger, neurologic manifestations, 
drowsiness, coma, delirium and death, which may 
develop progressively under such conditions. 

This troublesome syndrome should not occur if one 
does not further depress respiration by the use of the 
respiratory-depressing drugs (morphine, barbiturates, 
anesthetic agents) and if the sudden administration of 
high concentrations of oxygen to the chronically 
hypoxic patient is avoided. 

Should respiratory depression occur, especially if 
caused by the administration of one of the opiate 
respiratory-depressing drugs, intravenous n-allylnor- 
morphine hydrochloride (Nalline) is the antagonist 
of choice. Five to 10 milligrams injected intravenously, 
followed by a slow drip of 10 mg. of Nalline in 1,000 cc. 
of glucose in water, will, as a rule, increase ventilation 
promptly. 

A carefully graded program of oxygen therapy 
should be employed, consisting of daily increases in 
concentrations at the beginning of therapy and a 
gradual daily reduction toward its cessation. The 
acutely ill patient who needs oxygen should be treated 
by nasal catheter with humidified oxygen. At the out- 
set, one should employ flows of 1 liter per minute. The 
flows may be increased 1 liter daily until 6 liters per 
minute flows of oxygen are obtained. A concentration 
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of 38 per cent oxygen in the inspired air can be 
obtained at this flow. Some variations in the flow rates 
may be necessary from time to time. 

For the routine management of chronic hypoxia, 
wherein oxygen is necessary at times and there is no 
evidence of marked increase in pCOs, e.g., in acute 
respiratory tract infections and during troublesome 
bouts of bronchoconstriction, oxygen may be ideally 
administered with the Eliot-ABC-Oxygen Face Tent. 


Parathyroid Function and Calculi 


Q. What is the present concept of stone formation (gall- 
bladder, kidney, prostate) and parathyroid dysfunc- 


tion ? 


A. Hyperfunction of the parathyroid glands, asso- 
ciated usually with adenoma but occasionally with 
hyperplasia, gives rise to recurrent renal lithiasis and, 
at times, to peritubular calcification of the kidney. 
This is so common, occurring in 3 to 5 per cent of all 
patients with renal disease in certain areas (cf. Groll- 
man: Essentials of Endocrinology, 2nd ed., J. B. Lippin- 
cott Co., Philadelphia), that all patients having kidney 
stones should have the presence of a parathyroid 
tumor excluded, particularly if the stones are bilateral 
or recurrent. There is no evidence that parathyroid 
overactivity plays a part in the formation of stones in 
the gallbladder or prostate. Hypoparathyroidism is as- 
sociated at times with extraskeletal calcification which 
may be manifested by the deposition of calcium salts in 
the brain. However, there is no association between 
underactivity of the parathyroid glands and gallblad- 
der, kidney or prostatic stone formation. 


Peeling of Hands 


Q. A man aged 78 has been having peeling of palmar 
surface of hands and fingers every spring (March) 
for approximately 20 years. His occupation was city 
management. He retired three years ago, but the con- 
dition recurs each spring. What is the cause and the 
treatment ? 


A. Peeling of the volar skin of the hands is generally 
the result of pompholyx, a syndrome initiated by fine 
vesiculation, which is the result of any of an assort- 
meat of disorders, including atopy. Contactants and 
dermatophytids are the common causes in the cases 
wherein causes are determined. One may first examine 
the feet. If tinea is present (including onychomycosis), 
treat it, and let the hands alone. If the feet are normal, 
instruct the patient to avoid all strong cleansers and all 
toilet articles used on the hands, and apply, without 
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vigorous rubbing in, an ointment such as the following 
modification of Lassar’s paste: 
Rx. Phenol 03 
Zinc oxide 
Starch 
Liquid petrolatum 
Petrolutum 


Treatment of Histoplasmosis 


Q. Are there any therapeutic agents available for the 
treatment of disseminated histoplasmosis ? 


A. A number of antibiotics and chemotherapeutic 
agents are currently being tested experimentally. Some 
of these show promise. However, toxicity studies on 
some would deny their use in humans. Amphotericin 
(Squibb) is one of the newer antibiotics which appears 
effective and which may be used in man. 


Knee Sprain 


Q. Should severe knee sprains be treated by cast, or can 
equally good results come with taping or elastic sup- 


ports ? 


A. If by severe knee sprain, it is meant that there has 
been actual tearing of collateral ligaments of the knee, 
so that the knee is not stable when it is fully extended 
or the collateral ligaments are so markedly swollen 
with extravasation of blood about the knee that it can 
be assumed that they have been partially or extensively 
torn, a plaster cast is definitely indicated. An ordinary 
sprain, which merely includes overstretching of liga- 
ments with perhaps a few fibers being torn, can be 
treated adequately with taping or elastic supports. 

If a cast is used, the knee should be in a few degrees, 
perhaps 10°, of flexion. If it is placed in complete ex- 
tension for several weeks, there will be a great deal of 
stiffness, so that it may be necessary later to manipulate 
the knee under an anesthetic in order to restore motion. 

In my own practice, I bivalve a cast which is used 
to immobilize the knee for any soft tissue injury about 
the knee after a period of about ten days and begin 
passive, relaxed motion and encourage quadriceps 
muscle-setting exercises. This can be carried out care- 
fully without placing stress or strain upon injured 
structures about the knee. The bivalved cast is re- 
applied immediately after the program of exercises and 
is worn at all other times, until the marked swelling, 
which may have been present, has subsided and the 
knee appears to be stable. This may require periods 
varying from four to twelve weeks, depending on the 
severity of the original injury. 
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‘in 1. The clinical causes of potassium deficiency include 
ars all but one of the following: 
1. Chronic pyloric obstruction 
2. Adrenal insufficiency 
3. Ulcerative colitis 
4. Diarrhea 
an 5. Vomiting 
up- 
2. Hamman’s sign is indicative of: 
1. Mediastinal emphysema 
has 2. Interstitial fibrosis 
ee, 3. Pneumothorax 
led 4. Pneumoperitoneum 
len 5. Cystic lung disease 
can 
rely 3. The most common continuous murmur is pro- 
ary duced by: 
iga- 1. Patent ductus arteriosus 
be 2. Aortic septal defect 
7 3. Arteriovenous fistula 
ees, 4. Rupture of sinus of Valsalva 
ex- 5. Anomalous drainage of pulmonary veins 


late § 4. Antibiotic therapy is not indicated in: 

jon. 1. Inoperable bronchiectasis 

ised 2. Routine treatment for nonbacterial upper respiratory 
bout infection 


egin 3. Acute exacerbations of chronic pulmonary insuffi- 
ceps crency 

-are- 4. Suspected acute bacterial infection 

ured 5. Nonputrid lung abscess 


and ff} 5. The two illustrations shown at the right represent: 
ling, 1. Fighter’s hand and cauliflower ear 
| the 2. Sarcoidosis 
riods 3. Leprosy 
1 the 4. Lupus erythematosus 
5. Amyloidosis 
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Semiannually GP publishes a quiz 
covering its scientific articles. 

Here are the multiple choice questions 

compiled from the January through June issues. 
Answers to these questions appear on page 183. 


Quiz 


6. Shifts of interstitial fluid to plasma occur in all but 
one of the following: 
1. Excessive intravenous administration of hypertonic 
solutions 
2. Excessive intravenous administration of albumin 
3. Excessive intravenous administration of plasma 
4. During the recovery phase of burns 
5. During the active phase of burns 


7. The Heller operation is used for: 

. Congenital pyloric stenosis 

. Cardiospasm 
. Carcinoma of the esophagus 

. Diverticula of the esophagus 

- Matus hernia 


8. One of the following factors has an influence on 
the experimental provocation of the common cold: 
. Chilling 

. Smoking 

Rest 

. Presence of tonsils 

. History of inhalant allergy 
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13. The appearance of the fingernails in the phioto- 
graph at the left suggests: 

1. Anemia 

2. Narcotic addiction 

3. Endocarditis 

4. Myxedema 

5. Hyperthyroidism 


14. Hyperventilation syndrome is characterized by 
hypocapnia (low pCO») and alkalosis. It may be caused 
by all but one of the following: 
1. Emphysema 
2. Lobar pneumonia 
3. Salicylate intoxication 
4. Emotional states 
9. Dependable signs of heart disease include all but 5. CO poisoning 
one of the following: 
. Grade 2 mitral systolic murmur 15. In the treatment of severe hypertension, contra- 
. Pulsus alternans indications to administration of certain powerful hypo- 
. Cardiac enlargement tensive agents include all but one of the following: 
. Ventricular diastolic gallop 1. Cerebral arteriosclerosis 
. Palpable thrill 2. Papilledema 
3. Coronary insufficiency 
10. In cases of “hepatic failure” (hepatic coma), as in 4. Renal insufficiency 
advanced portal cirrhosis, the symptoms correlate most 
closely with 16. From the following, select the one untoward effect 
1. Elevation of serum potassium, and are sometimes that is likely to produce symptoms promptly after 
reversible: therefore by administration of colloidal transfusion of blood. 


aluminum hydroxide. 1. Mild hemolytic reactions 


Lowering of serum chloride, and are sometimes 
reversible therefore by administration of ammonium 
chloride. 
Elevation of plasma uric acid, and are sometimes 
reversible therefore by administration of probenecid. 
. Elevation of blood ammonia, and are sometimes 
reversible by administration of L-glutamic acid. 
Lowering of serum sedium, and are sometimes re- 
versible by administration of hypertonic sodium 
chloride solution. 


11. For cardiac patients undergoing surgery, cyclo- 
propane anesthesia has the risk chiefly that: 

1. It is irritating to the respiratory tract. 

2. Hypotension sometimes follows tts use. 

3. Induction is likely to be stormy. 

4. It is toxic to the liver. 

5. Only low percentages of oxygen can be given with it. 


12. Basal tuberculosis is more frequently encountered: 
1. In men than in women 

2. In diabetics than in nondiabetics 

3. In the left lung 

4. In the older age groups 

5. In Caucasians than in Negroes 


124 


2. Effects of contaminated blood 
3. Homologous serum hepatitis 
4. Isoimmunization 

5. Hemosiderosis 


17. An anemic patient has received a transfusion of 
incompatible blood and develops a severe hemolytic 
reaction with shock as one of the features. One of the 
following therapeutic agents is initially contraindicated: 

1. Blood transfusion 

2. Vasopressor drug 

3. Force liquids 

4. Sedative 

5. Narcotic 


18. Match the following items related to thoracic 
injuries. 
1. “Sucking ’? wound A, Rupture of trachea 
2. Wide-open thoracic B. Paradoxical 
wound movement 
3. “Stove-in’’ chest . Mediasiinal flutter 
4. Severe mediastinal . Wet-lung”’ 
emphysema syndrome 
. Obstructed airway . Tension 
pneumothorax 
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Special Features 


ANNUAL REPORT OF THE EXECUTIVE SECRETARY 


1955-56 


Mr. Mac F. Cahal presented his annual report on March 
17, 1956, to the Academy’s Congress of Delegates at the 
Eighth Annual Scientific Assembly in Washington, D.C. 


Mr. SPEAKER, Mr. Presipent, DELEGATES, LADIES AND 
GENTLEMEN : 

“No complex or very important truth was ever trans- 
ferred in full development from one mind to another; 
truth of that character is not a piece of furniture to 
be shifted ; it is a seed which must be sown, and passed 
through the several stages of growth.” 

These words were written by Thomas DeQuincy a 
hundred years ago. I suppose everyone can point to 
historic events which evince their verity. In scien- 
tific research, for instance, one is constantly reminded 
that a new discovery is not the contribution of one 
man, or even of one generation; it is the culmination 
of many once unrelated steps which lead to the final 
triumph. 

Seldom has there been a more striking example of 
DeQuincy’s postulate, however, than in the city of 
Boston last December, when the American Medical 
Association’s House of Delegates issued instructions 
toa newly created committee to: 1 

“Use its full influence to discourage any arbitrary 

restrictions by hospitals against general practitioners 

a8 a group or as individuals.” 

You are all familiar with the long background that 
led up to this remarkable triumph for general practice. 
It has been fully reported in the pages of GP. You 
know that this bold and unequivocal action on the 
part of inedicine’s parent body was the outcome of a 
long scries of events. The beginning, perhaps, was 
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in the spring of 1953, when a series of inflammatory 
articles appeared in such magazines as U.S. News, 
Look, Colliers and The Saturday Evening Post. The 
tendency of most of them was to destroy the confi- 
dence of people in their family doctors, and, indeed, 
to undermine the entire medical profession. Such 
titles as “Why Some Doctors Should Be in Jail,” 
“Too Much Unnecessary Surgery,” “Patients for 
Sale,” and “The Truth About Fee-Splitting” will re- 
call to you the alarming popular reaction to a series 
of public castigations by certain stormy-petrel spokes- 
men for organized medicine. 


Mac F. Cahal, J. D. 


| 
| 
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Create Special Committee 


In June of that year, no less than 11 resolutions ob- 
jecting to the public campaign of these spokesmen and 
the harmful publicity that resulted, were introduced 
by an aroused profession at the annual meeting of the 
AMA House of Delegates. The outcome was the cre- 
ation of a special Committee on Medical Practices at 
the December meeting which followed; with two 
Academy members appointed to it—Dr. Stanley R. 
Truman, one of your past presidents, and Dr. J. S. 
DeTar, your new president. The committee was in- 
structed to “study the basic causes of fee-splitting and 
other unethical practices that have been the subject of 
adverse publicity.” 

Well, it is surely unnecessary for me to review here 
the content of the monumental report of that com- 
mittee. Its remarkable history has also been fully re- 
ported in GP. After a full year of study, the com- 
mittee came to the conclusion that there is an un- 
warranted discrepancy between fees for medical and 
diagnostic services and the fees charged for surgical 
therapy. This, said the committee, leads to intense 
competition for surgical work. This, in turn, leads to 
discrimination against general practitioners who want 
to perform major surgery, as well as to discrimination 
against certified surgeons who want to do general 
practice. These factors, said the committee, are at the 
root of most unethical practices. 

The committee’s forthright recommendation was 
that the AMA should use its full power to discourage 
arbitrary restrictions by hospitals against general 
practitioners as a group. It further recommended that 
the AMA develop a “relative value scale” for all medi- 
cal and surgical procedures in an endeavor to relieve 
the economic pressures created by an artificial and 
illogical disparity between fees for surgery and fees 
for medical diagnosis and therapy. 

You will recall that the Board of Trustees of the 
American Medical Association, in its report to the 
House of Delegates last June, referred to the com- 
mittee’s conclusions and recommendations, but de- 
clined to release the entire report to the delegates. 


GP Scores a First 


Upon a motion by your own President-elect, Dr. 
J. S. DeTar, who fortunately for us sits in the House 
as a delegate from Michigan, the full report was blasted 
out on the floor of the House. Subsequently, it was 
distributed to all delegates, and, in July, the complete 
report appeared in GP. (I am proud to say, incident- 
ally, that GP was the first publication in the country 
to publish this epochal document.) 
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Then, as the midwinter meeting of the AMA ap. 
proached, our Commission on Hospitals went into 
action. It sent out a questionnaire to determine to 
what extent general practitioners were, in fact, vic- 
tims of arbitrary discrimination in hospitals. The off- 
cers of every state chapter were queried. They were 
asked to report specific cases of discrimination of 
which they had knowledge. They were requested to 
name names and give facts. It would be improper to say 
the response was gratifying; because hundreds of spe- 
cific cases were reported. Better to say, perhaps, the 
response was alarming. 

A carefully documented report of this study was 
prepared by Dr. DeTar. His article has by some 
people been compared to the famous Flexner report 
of a half-century ago, which revolutionized medical 
education in this country. It is no exaggeration, | 
think, to say that in time the DeTar report together 
with the Truman report may have an equal impact on 
hospital practices. 

Dr. DeTar’s report was published in the January 
issue of GP (and simultaneously in Modern Hospital, 
for all the hospital world to read). But, first, copies 
were sent to AMA officers and key members of the 
House of Delegates. Then, armed with the facts con- 
tained in the DeTar report, as Dr. Phelps has re- 
ported to you, scores of well-prepared witnesses ap- 
peared before the reference committee when the House 
of Delegates took up the Truman Committee report at 
the Boston meeting on November 29. Not a single 
man spoke against it. General practitioners, surgeons, 
internists, everyone spoke in favor of the resolution 
to put teeth in the Truman Committee’s recommen- 
dations. 


A Striking Comparison 


The result has been called a second “Boston Tea 
Party.” 

On December 16, 1773, a group of dedicated and 
courageous leaders signified their rebellion against 
arbitrary discrimination by tossing a shipment of prize 
Ceylon tea into the murky waters of Boston Harbor. 

Last December, in the same city, leaders of Amer'- 
can medicine figuratively tossed into the sea any and 
all rules by which general practitioners per se are 
relegated to an inferior position in hospital staff or- 
ganization. This will surely go down in history as an 
important date in the annals of American medicine. 

But, I beg you to mark the words of DeQuincy. 
None of this would have happened if a seed had not 
been sown and passed “through several stages of 
growth”. 

The seed was sown in 1947, when a group of dedi- 
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cated men met in Atlantic City to found an institution 
whose purpose should be to preserve and strengthen 
the basic foundation upon which any effective system 
of medical care must rest. The phenomenal results of 
their husbandry are without parallel, I believe, in the 
history of social organization in this country. 

As the New England Journal of Medicine later ob- 
served, “The wheel has completed its cycle. Each of 
the major divisions of medicine that split from the 
main body of this art has achieved its special rating 
and its special privileges; the parent and protector of 
them all has at last been stirred to seek its own sal- 
vation.” 


Place of Distinction 


Now, it would be very unfortunate if in my emphasis 
upon this one development in the year just passed I 
were to obscure the significant achievements the Acad- 
emy has accomplished in other directions. I have 
dwelt on this event in an endeavor to show how much 
our organization owes today to earlier efforts, to former 
leaders, and to past administrations. Their seeds have 
taken strong root. 

Consider, for example, that when the powerful 
Committee on Finance of the United States Senate 
opened hearings last month on the far-reaching amend- 
ments to the Social Security Act embodied in House 
Bill 7225, the very first medical witness called to the 
stand was the Chairman of our Commission on Legis- 
lation and Public Policy, Dr. Cyrus W. Anderson. If 
anyone entertained any doubt before, it seems to me 
this is rather conspicuous evidence that the Ameri- 
can Academy of General Practice has achieved a place 
of stature and distinction in the citadel of organized 
medicine. Such recognition is not to be taken lightly. 

Other commissions and committees have turned in 
equally impressive records of accomplishment since 
this Congress of Delegates last met. The reports of 
their activities show better than any words I could 
utter that the vision of those who planted this seed 
was as sound as it was discerning. 


Family Is Salvation 


I think it enormously important that we recognize 
the true perspective of this transcendent undertaking 
in which you, and I, are engaged. It is interwoven in 
the very warp and woof of our society. It touches the 
very core of our civilization. 

Any thoughtful man must be aware in this age of 
specialization, that the human mind and heart is 
suffering from the sclerosis of materialism. Mass mate- 
rialism has led to mass psychopathy. As the late Robert 


GP july 1956 


1947 


AMERICAN ACADEMY OF GENERAL PRACTICE 
NINE YEARS OF PROGRESS 


“This scole represents the number of members 


MEMBERS HIP 


1948 1952 1953-1954 


7 1949 1950 


ACADEMY 


GENERAL PRACTICE 
WINE YEARS OF PROGRESS 


195) 1952 1853 947 1949 °1950 1057 1052 1953 195 


p- 
ito 
to 
ic- 
fhi- 
re | 
of 
to 
say 
he 
vas 
me 
cal 
4 
tal, 1955 a 
Chart la 
the 
on- represented in delters 
ap- 
igle 
ns, 
ion 
are } 
4 
5 of Chart 2. 
edi- 
127 


ORGANIZATIONAL CHART, COMMISSIONS & COMMITTEES 
: AMERICAN ACADEMY OF GENERAL PRACTICE 


Congress of Delegates Speaker 


FE | | 


Lindner has pointed out, the youth of today has ayan- 
doned the meditation of solitude in favor of j,ack- 
running. Lindner saw in this a loss of individuality and 
consequent damage to the ego in the twentieth cer tury 
mass political movements, social upheavals, industrial 
concentration, total wars and immutable economic 
laws. From the loss of identity has come a loss of 
security, and this has bred the soul-destroying plague 
we know as mass psychopathy. 

It is my thesis that the salvation from this evil trend 
lies not in mass psychology, political nostrums, or 
pseudo-Christian religious movements. It lies in the 
family. Think what an awful responsibility this places 
on the family doctor. 

I owe to the minister of our church, Dr. Earl B. 
Jewell, a corroborative view in this vein. Last Sunday, 
from the pulpit of Saint Andrews Episcopal Church in 
Kansas City, this learned man remarked that the 
strength of America lies not in her radar curtain, her 
vaunted force of jet bombers, or her atomic weapons. 
It lies in the American family! And the strength of the 
family, he sagaciously observed, is measured by the 
environment of security, happiness and health, it af- 
fords. The responsibility of the family doctor in the 
light of this concept, it seems to me, is immense. The 
challenge to the American Academy of General Prac- 
tice is infinite. 


Needs To Be “Full” Man 


In his book, Modern Arms and Free Man, Vannevar 
Bush has something to say about the medical profes- 
sion. He is thinking in the first instance of the possible 
need of more and better trained doctors if we are ever 
faced with atomic and biologic warfare. But he goes 
on to some general reflections on the profession as a 
whole. Permit me to quote from his book, briefly: 

**The medical man deals with his patient in a highly 
personal way. This is not a matter of test tubes or 
microscopes; it is a matter of human understanding. 
Many facets of human relationships are absent or 
distorted in the artificial atmosphere of a hospital or a 
consulting room. The doctor, above all men, needs to 
be a full man. 

“The finest of the old-time country doctors had 
something rare and subtle that was without price. We 
can recapture some of this without sacrificing anything 
of moment in scientific rigor or detail.” 

In commenting on the same subject, Dr. Willard L. 
Sperry, Dean of the Harvard Divinity School, in his 
book, The Ethical Basis of Medical Practice, is concerned 
with the dilemma that confronts the doctor who must 
approach problems in his practice, which are primar- 
ily moral in nature, with the scientific premise of dis- 
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AMERICAN ACADEMY OF GENERAL PRACTICE 
Personnel Classification Chart 
Headquarters Office — Functions and Responsibilities 
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passionateness. He asks, “How can the sincere sci- 
entist maintain the intellectual integrity which is re- 
quisite for specialized intellectual inquiry at the same 
time that he allows himself the marginal luxury of re- 
flection upon good and evil, right and wrong? The 
divided self, torn between the rigid requirements of 
specialization and the environing marvel and mystery 
of life, is not easily resolved.” “Hence,” says. Dr. 
Sperry, ‘‘a kind of stubborn schizophrenia still persists 
in the modern mind and one wonders how a single 
personality is to be restored or achieved in some realm 
where knowledge and wisdom are met together. Pat- 
ently we cannot call a halt to specialization, but patent- 
ly also our highly sophisticated forms of learning can- 
not be easily equated in the terms of an ultimate 
wisdom for living.” 


Engaged in Crusade 


Here, then, it seems to me, lies both the destiny and 
the goal of the American Academy of General Practice. 
Those of you who have come here, long distances, 
many of you, to establish the Academy’s policies and 
direct its course are engaged in a kind of crusade. The 
facets of this crusade are caught up in such phrases as 
art, humanism, personal relationship and intimate 
concern—terms which are used to describe the nature 
of a family physician’s service to his patients. 

In serving thus, you enjoy a corollary privilege of 
which I am sure ncne is insensible. I think you will 
agree that these meetings serve a rewarding purpose 
more deeply significant than those apparent on the 
surface. 

Here, general practitioners who have been elected 
to membership in the American Academy of General 
Practice can meet and learn to know men of similar 
distinction from all parts of this broad and varied coun- 
try. Their medical friendships are broadened; they 
enjoy the stimulation that comes from meeting supe- 
rior doctors of their type outside their local circle; 
their vision is expanded. 

When Alfred Lord Tennyson wrote: ‘I am a part 
of all that I have met,” he had in mind the kind of re- 
ward I am mentioning here. The lively, yet intelli- 
gently tolerant debate taking place on the floor be- 
tween members of this Congress of Delegates, the 
wealth of scientific information shortly to be poured 
out for your ready assimilation, the happy hours and 
the lasting friendships made with kindred souls from 
distant cities, blend together to make this annual 
meeting and all the other activities of the Academy a 
richly rewarding personal experience. 

This is a comparatively new opportunity for general 
practitioners. Up until a few years ago, they had been 


GP suly 1956 


denied this privilege, one which had been enjoyed 
by their specialist friends for many years. None will 
deny this is a profoundly significant reward with values 
not merely materialistic nor scientific, but which come 
close to the spiritual in nature. 

In this Congress of Delegates, we have a coming to- 
gether of men of good will, in an atmosphere of chal- 
lenge and responsibility to their fellow man that re- 
quires, it seems to me, a certain sense of dedication. 


Supplementary Report of Executive Secretary 
Explanation of Charts 


As you have already been informed, plans have been 
completed to hold a State Officers’ Conference in the 
Academy’s handsome new headquarters building in 
Kansas City next fall. There, state officers and other 
members who attend this conference will have an op- 
portunity to look behind the scenes and observe the 
actual day-by-day work that goes on to keep this 
Academy a dynamic and efficient organization. 

I have the greatest possible pride in and respect for 
the tremendously capable and magnificently loyal men 
and women who are associated with me on the adminis- 
trative staff. They have done and are doing a brilliantly 
effective job. 

The next best thing to taking you on a visit to head- 
quarters and into their offices, perhaps, is to give you a 
brief visual report of organizational activities through a 
series of charts. A similar series was submitted with my 
annual report last year. 

The official report of the executive secretary on mem- 
bership reflects membership growth since the founda- 
tion of the Academy in 1947 to December 31, 1955 
(Chart 1). 

In 1955, the Academy reached its goal of 20,000 mem- 
bers. This is a remarkable accomplishment when you 
consider the fact that each year we have suffered an at- 
trition of about 5 per cent of our members who were 
dropped for failure to maintain their medical study 
requirements. 


Growth Is Constant 


Notwithstanding, the American Academy of General 
Practice became the second largest medical association 
in America last year when the total number of its active 
members exceeded that of all others except the AMA. 
The total number of members on March 1, was 
20,835. Our rate of growth has been a constant one. 

As a matter of tact, I have figured out that if the 
membership of the American Academy of General Prac- 
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PERSONNEL CLASSIFICATION CHART 


Policy Administration Management Operation 
Board of Directors 


Policy; management; personnel; editorials 


Management: personnel; editorials; ad copy 
OK; trade advertising; budget preparation 


Editorial planning; manuscript selection. 
editing: medigrams; editorials 


Literature review; editing; writing 


Style editing; proof corrections; editorial 
make up; author biogs 


Proof reading; book reviews; typing 


News selection; writing; special article edit- 
ing; personalities; Yours Truly 


ag typing; morgue; mss. cataloguing; 
ing 


Contents selection; design; art selection; 
layout; production expediting; general pro- 
duction supervision 


Copy casting; layout; reprint supervision: 
color form layout; dept. correspondence 


Insertion & engraving orders; copy approvals. 
plate & proof checking 


Insertion records; engraving orders; ad 
pasteup 


Ad pasteup; filing 


Selling advertising; servicing accounts: 
supervising rops; planning campaigns & pro- 
motion; analysis of markets 


Ad contract solicitation; servicing accounts 


Creating promotion material; developing and 
evaluating market studies 


General direction all circ. activities; ABC 
record supervision & report preparation 


Non-member subscription promotion 


Non-member fulfillment and records; unpaid 
sub. follow up; records for ABC reports 


Assist supervisor; monthly deposit slips on 
circulation receipts 


Maintenance of address lists; preparation 
of Dick strips 


Supervise al! accounting procedures, payro!! 
records, ad pricing and billing, circulation 
procedures; budget preparation and monthly 
check 


General accounting procedures; posting ac- 
counts and costs; writing disbursement 
checks 


Record cash and ad receivables, cash dis- 
bursements, sales reports; prepare invoices, 
file 


Typing sales reports and invoices; filing 


** op tunctions presently being handied by one or more other Staffmembers ® fepresents a secretary to an executwe, in most cases with added operational duties 
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tice increases in the future at the same rate of growth it 
has enjoyed in the past, in the year 2,000 the number of 
members in the Academy will coincide exactly with the 
number of human beings in the world. Then everyone 
can be his own personal physician. 

Chart 2 shows income and expenses for the nine 
years since the Academy’s founding. The itemized 
details of these expenses, of course, appear in the an- 
nual report of the treasurer just submitted to you. 

A pictorial analysis is presented of the use made of 
each dollar received in dues (Chart 3). This chart de- 
serves your thoughtful study. Several items differ this 
year from the figures presented in previous years. The 
proportion spent for general administration, for in- 
stance, is 2 per cent less this year than last, while the 
portion spent for educational programs is 3 per cent 
higher. One per cent more was allocated for the hospi- 
tal program, and for legislation and public relations an 
additional 3 per cent was appropriated. 


Shows “Corporation” Structure 


Chart 4 shows all of the standing commissions and 
committees which make up the Academy. A detailed 
picture is presented of the functional operation of 
these commissions and committees and the administra- 
tive staff with relation to management, authority and 
responsibility in Chart 5. This is exactly the kind of 
plan any well run corporation develops for the control 
of its business. It is actually an adaptation of a chart of 
organization developed by the American Institute of 
Management. The four functional departments are re- 
lated to the four basic objectives of the Academy as set 
forth in its charter and its constitution. 


Chart 6 describes the staff organization at headquar- 
ters and Chart 7 job classifications and functions of 
the GP staff. 

This presents ina thumb-nail sketch the structure and 
the function of the Academy. Under the Congress of 
Delegates and the Board of Directors, the 18 standing 
commissions and committees, with the administrative 
staff, constitute an organization that is strong in struc- 
ture. I think it not immodest to say it is also efficient in 
operation. 

This, I think you will agree, reveals the Academy as a 
tremendously complex, yet smoothly working organiza- 
tion. Its program is both broad and ambitious. That 
marked progress has been achieved during the past year 
toward accomplishment of the Academy’s fundamental 
goals is revealed in the detailed reports of the commis- 
sions and committees to be submitted to you here this 
afternoon. I commend them to your thoughtful study. 

It is a thrilling experience, I assure you, to have even 
a small part in this great undertaking. 

In closing, I desire to express my profound and sin- 
cere gratitude for the respect and confidence I have en- 
joyed from the officers, directors, and the committee- 
men with whom I have had the privilege of working. 
Their encouragement and tolerance have been a con- 
stant source of pleasure in a work for which I have a 
deep personal devotion. 

I am constrained to say, as I have before, that the 
general practitioners of America—not only members of 
the Academy—but all general practitioners in America, 
owe an immeasurable debt to these men who have given 
so generously of their time, energy, and wisdom in pro- 
moting the interests of general practice, and indeed of 
all medicine. 


Cancer Control Possible 


HEW orriciats believe that control of cancer is a possibil- 
ity not too remote from accomplishment. Dr. Lowell T. 
Coggeshall, special assistant for health and medical mat- 
ters, says there are more than 300 chemicals known to 
cause malignancy in experimental animals. The mechanism 
by which some of them can start cancer in animals is be- 
ginning to yield to research. 

Chemistry is waging an attack on cancer in four ways: by 
poisoning the cells directly, by interfering with their live 
processes, by destroying them through radiation, and by 
altering bodily chemistry through the endocrine glands. 

Dr. Coggeshall praised the advances in cancer research 
during the past decade. The advent of radioactive isotopes, 
he said, has provided tools which, for the first time, have 
permiited precise studies of how a single cell breathes and 
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grows, why it dies and changes its way of life. A tiny but 
distinct difference in the metabolism of a cancer cell and 
that of a normal cell may be the clue to future control of the 
disease. Proteins are a major target in biochemical research, 
since they are the building blocks of living tissue, either 
normal or cancerous. 

The theory that some cancers may be related to virus in- 
fections is being probed again. This investigation had al- 
most been discarded. It has been noted, however, that 
cancers sometimes regress after the occurrence of high 
fevers accompanying virus infections. As a result, certain 
laboratories are attempting to breed microorganisms which 
can destroy cancer cells without harming the normal ones. 

Dr. Coggeshall said, ‘We do not need to know all the 
facts about this disease to conquer it ... The history of 
medicine has demonstrated repeatedly that a disease can 
be controlled without understanding its entire mechanism.” 


133 


& 
= 
| 
| 


Annual Report of the Chairman of the Board of Directors - 1955-56 


I AM INDEED HONORED to have the privilege of report- 
ing to you the actions of your Board of Directors and 
Executive Committee for the past year. 

As you well know, it is the responsibility of the 
Board of Directors to implement the actions and direc- 
tives of the Congress of Delegates and to act for the 
Congress of Delegates on matters which require action 
between annual meetings. Your Board of Directors is 
fully aware of the important fact that all actions taken 
by it, in your behalf, must reflect the action on policy 
and sentiments expressed by the Congress of Dele- 
gates. The members of your Board of Directors are 
also aware of the important fact that any action that 
they may take is subject to review and either concur- 
rence or rejection by this Congress of Delegates. This 
is the supreme governing body of the American Acad- 
emy of General Practice. 

Before proceeding with my report to you, I should 
like to compliment you for your selection of such ca- 
pable men to represent you on your Board of Directors. 
Never have I had the privilege of being associated with 
such a sincere, energetic and conscientious group of 
men. Each member of your Board of Directors has 
proven that he is dedicated to the ideals on which this 
organization was founded and devoted to the task of 
seeing that this organization assumes its proper place 
in the eyes of the public and that it receives the respect 
of our professional colleagues. 
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Each member of your Board has served in a tireless 
manner devoting much time and energy, often at great 
personal sacrifice, so that this Academy could ap- 
proach nearer its goal. 


Unity Prevails 


I do not mean to leave the impression that we have 
never had any differences of opinion or heated argu- 
ments in our deliberations, as there have been many. 
I do want you to know, however, that these differences 
have been entirely impersonal, never with any thought 
of personal advantage or aggrandizement, but a true 
difference of opinion as to the best method of arriving 
at a decision that would be most beneficial to the mem- 
bers of the Academy. 

Once a decision has been reached, each member has 
accepted the decision of the majority and labored to 
implement the decision without regard to his personal 
opinion before final action was taken. 

As chairman of this Board, I have the warmest per- 
sonal regard, the deepest respect and the sincerest ad- 
miration for every member for the outstanding service 
and great contributions they have made for our cause. 
It is a great honor to me to have been selected as their 
chairman. 

During the four years I have had the privilege of 
serving on your Board of Directors I have visited our 
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national headquarters office in Kansas City many 
times. I know, personally, a great many of our em- 
ployees. During these visits I have had the opportun- 
ity to observe them while they were at their work and 
discuss their duties with them. I feel I would be dere- 
lict if I did not say a word in their praise and com- 
ment on their wonderful esprit de corps. Never any- 
where have I seen a more capable or more loyal group. 
Each one is efficient and interested in his assigned 
task. Each employee acts as if he or she is truly a 
member of this organization and is intensely interested 
in its progress and zealous of its well-being. All ex- 
hibit a great pride, not only in their work, but also in 
that of all their coworkers. They feel, and they are, a 
part of “our family.” They are proud of the Academy 
and intensely loyal to it. 


Praises Executive Secretary 


This efficient organization of well-trained, loyal, ca- 
pable and happy people would never have been pos- 
sible except for the sterling leadership, wise selection 
and proper indoctrination and training by their leader, 
Mac Cahal. Mr. Cahal more than any other individual 
is responsible for the esteemed place which we hold 
today. 

Iam sure that each of you is aware of the enormous 
capabilities and keen foresight of our executive officer. 
His wise counsel has won the affection and complete 
respect of your Board of Directors. 

Many of the actions and decisions of your Board of 
Directors will be reflected in the reports of the various 
oficers, commissions and committees, so I will not 
duplicate them in this report. Suffice it to say, each 
commission and committee, as well as each individual 
serving on these important bodies, has rendered self- 
less service in helping solve the multitude of problems 
that beset an organization as vast as ours. 

Following the Los Angeles Assembly last year, an 
organizational meeting was held. Dr. Holland Jackson 
was re-elected treasurer and as such became a member 
of the Executive and Publication Committees, as well 
as chairman of the Finance Committee. President John 
R. Fowler and Dr. Cyrus Anderson were elected to 
serve on the Executive Committee. I was honored by 
being named chairman of the Board of Directors and 
as such became a member of the Executive, Finance 
and Publication Committees. Dr. Joseph Lindner was 
elected as chairman of the Commission on Education, 
Dr. Charles Cooper as chairman of the Commission on 
Hospitals, Dr. William Sproul as chairman of the Com- 
mission on Membership and Credentials, Dr. Cyrus 
Anderson, chairman of the Commission on Legislation 
and Public Policy. 


GP july 1956 


Attend Vaccine Conference 


On April 21 and 22, Past President William Hilde- 
brand, President John R. Fowler, and your chairman 
of the Board were invited by Secretary of Health, 
Education, and Welfare Hobby to represent the Amer- 
ican Academy of General Practice at a meeting called 
in Washington to discuss the problems created by the 
April 12 announcement of the success of the Salk vac- 
cine. It is our firm belief that your representatives at 
this meeting were in a large measure responsible in 
preventing the federal government from taking over 
the entire program of polio immunization. 

Subsequently, Secretary Hobby asked this organiza- 
tion to appoint a representative to serve as a member 
of the National Advisory Committee on Poliomyelitis 
Vaccine and to serve as a consultant to the Surgeon 
General to recommend methods of fair and equitable 
distribution of the Salk vaccine. The Executive Com- 
mittee selected your chairman for this assignment. 

President Eisenhower appointed your representa- 
tive who has served in this capacity since that time. I 
believe that it is noteworthy that this is the first time 
that the family doctors of America have been so rec- 
ognized and asked to represent the practicing physi- 
cians of this country. 

On April 23, the Executive Committee met in Kan- 
sas City and examined six bids submitted for the con- 
struction of our new headquarters building. After care- 
ful consideration, the Long Construction Company 
was awarded the contract and it was duly signed. Fur- 
ther progress on this headquarters building will be re- 
ported by the chairman of the Building Committee. 

The Executive Committee met again in Chicago on 
May 20 to consider recommendations to the Board of 
Directors for commission and committee assignments. 


Dr. Jackson Resigns 
The Board of Directors met in Chicago May 21 and 


22, and commission and committee assignments were 
made. At this meeting the Board was confronted with 
the unpleasant duty of accepting the resignation, as 
treasurer of the American Academy of General Prac- 
tice, of Dr. Holland Jackson, because of his serious ill- 
ness. Dr. Jackson had served the Academy for many 
years as an astute financier, an able and energetic 
member of the Board, the Executive, Publication, and 
Finance Committees. His wisdom will never be for- 
gotten by those with whom he served. I am happy to 
report that Dr. Jackson has improved and at the pres- 
ent time is seeing patients in his office a few hours 
each day. 

At the insistence of the Board our former treasurer, 
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Dr. U. R. Bryner, consented to serve as treasurer for 
the remainder of the year. This is a true example of 
the sacrifice exhibited by all members of this organiza- 
tion when duty calls. Except for his previous experi- 
ence and willingness to serve, on the part of Dr. 
Bryner, the situation might have been critical. 

At this meeting of the Board a special committee 
was appointed to study relationships of chapters with 
pharmaceutical companies as directed in a resolution 
passed by the Congress of Delegates in 1955. Drs. 
Anderson, Tomb, Bratt, Richardson and executive 
secretary, Mr. Cahal, serve on that committee. 

At this meeting, authorization was granted to per- 
mit the borrowing of up to $400,000, if necessary, to 
complete the headquarters building. 

Other resolutions referred to the Board of Directors 
by the 1955 Congress of Delegates were assigned to 
the appropriate commissions and committees. 


Plan HR 7225 Strategy 


The Board of Directors met in Kansas City on Sep- 
tember 4 and 5. Among the decisions made were: 

To cooperate with the American Medical Associa- 
tion to attempt to defeat HR 7225. Drs. Anderson and 
Robins appeared before the Senate Finance Committee 
and presented testimony on this legislation. 

At this meeting the Board received a report from 
the speaker of the Congress of Delegates concerning 
the desires of the delegates on the conduct of future 
meetings and the delegates’ dinner. 

They also approved the Commission on Education’s 
definition of acceptable postgraduate study. 

Dr. John O. Milligan of Seattle was appointed to fill 
the vacancy on the Commission on Membership and 
Credentials created by Dr. McKinlay’s resignation to 
assume chairmanship of the Commission on Educa- 
tion. Dr. Joseph Lindner, the previous chairman, was 
forced to resign due to illness. I am happy to report 
that Dr. Lindner has improved and has attended the 
meetings of the Board since that time. 

Dr. Robert Purtell was named Chairman of the 
1957 Committee on Scientific Assembly. 

The Board determined that the 1956 State Officers’ 
Conference would consist of panel workshops under 
the direction of the four commissions. 

The Executive Committee and several members of 
the Board of Directors met in Boston during the 
Interim Session of the American Medical Association. 
The members appeared before a special committee of 
the AMA which was studying the Joint Commission 
on Accreditation of Hospitals, and also appeared as in- 
dividual members of the AMA at several reference 
committee hearings. 
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Some of the revolutionary actions taken by the 
AMA House of Delegates will be contained in «her 
reports. However, these actions would never hay. oc- 
curred except for the able “quarter-backing” of Dr, 
C. W. Anderson, the energetic dissemination of the 
survey made by President-elect Dr. J. S. DeTar. the 
sound judgment of Dr. Charles Cooper, and the ex- 
pert testimony of many members before the reference 
committee. It was truly a team effort and all who took 
part should be commended by all general practitioners. 

At this meeting in Boston, President Dr. John R. 
Fowler was appointed to represent the Academy at the 
National Conference of Parents and Teachers in Chi- 
cago on January 21. I am reliably informed that, as 
usual, he reflected great credit to himself as well as 
this organization. 

I should also like to advise this Congress that our 
president, Dr. John R. Fowler, represented the Acad- 
emy at a conference in Chicago held in December to 
study the problems of rehabilitation. At this confer- 
ence Dr. Fowler stressed the role of the general prac- 
titioner in rehabilitation. So impressive were his re- 
marks and so sound was his philosophy that officials 
in the rehabilitation section of the Department of 
Health, Education, and Welfare have asked that he 
serve on an advisory committee. You may be sure that 
we will be ably represented on this committee. 


Dr. Bryner to New Post 


At this time I should also like to report that Past 
President and present Treasurer Dr. U. R. Bryner has 
been appointed to represent the Academy on the Pro- 
fessional Education Committee of the American Can- 
cer Society. This is another milestone proving that our 
worthy organization and able members are being rec- 
ognized in all phases of the national picture. 

Your Board met in Chicago on February 11 and 12, 
1956. Among actions taken were: 

Approval of the budgets for the Academy and GP 
for 1956, as recommended by the Finance Committee. 

We decided to hold a state officers’ conference in 
Kansas City in the fall of 1956 and to defray one-half 
the travel expenses of one officer from each of the con- 
stituent chapters. 

Tentative plans were discussed for dedicatory cere- 
monies for the headquarters building. 

Each year as we grow larger and stronger, our re- 
sponsibilities become greater. We are all now confident 
that because of the firm foundation built by our prede- 
cessors future problems and responsibilities will be met 
and solved with the firm knowledge that our possibili- 
ties are limitless as long as we meet the issues square- 


ly, fearlessly and unselfishly. 
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Subacute Bacterial Endocarditis. By Andrew Kerr, Jr., M.D. Pp. 
343. Price, $6.50. Charles C Thomas, Springfield, Ill., 1955. 


Subacute Bacterial Endocarditis is a thicker book than most 
volumes in the Thomas ‘American Lecture Series.” This 
is understandable in view of the thoroughness of Kerr’s 
presentation. He deprecates his own efforts, saying in his 
introduction, ‘‘... No attempt at a comprehensive review 
of the world literature on subacute bacterial endocarditis 
has been made.” Yet careful scrutiny of the monograph 
fails to disclose any area in which he has not presented the 
utmost documentation for every statement, and the bibliog- 
raphy numbers 800 titles. 

This monograph admirably fulfills its purpose—a sum- 
mary of knowledge to date. In that connection, the chap- 
ters on therapy should be of considerable practical value to 
physicians who have to contend with bacterial endocarditis 
only occasionally. For all potential readers, the immense 
scope of Kerr’s review of the subject will make his book a 
valuable reference. —Huceu H. Hussey, m.p. 


The Pediatric Years. By Louis Spekter, M.D., Pp. 734. Price, $12.50. 
Charles C Thomas, Springfield, Iil., 1955. 


HeRE Is AN UNUSUAL BOOK, Many doctors who have a great 
interest in children will want it in their libraries. However, 
it is not written especially for physicians. Rather, it is a 
source book filled with myriad details about children and 
their health, from preconception, through every physical 
and mental deviation, to the agencies which deal with 
their health and welfare. 

After a section dealing with growth, another discusses 
not only various diseases by systems but also such matters 
as the handicapped child, hospitalization, nutrition, be- 
havior problems, etc. The next two sections are concerned 
with all types of health workers and health services involv- 
ing children. 

Standards of services, such as those in various types of 
institutions, and even housing standards, as they apply to 
child health, are presented. The last section is largely one 
of definitions for health workers. Tests and pediatric pro- 
cedures are briefly described and their purposes presented. 
A glossary of terms encountered in pediatric literature is 
informative and valuable. 
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Practitioner's Bookshelf 


This is not a book on clinical pediatrics. On the other 
hand, one could hardly say that it is strictly not such a book 
since parts of it will find application in practice. Actually it 
would be of interest to anyone who works with or deals 
with children in any capacity. —Kerra HAMMOND, M.D. 


Preparing for Motherhood. By Samuel R. Meaker, M.D. Pp. 196. 
Price, $2.00. The Year Book Publishers, Inc., Chicago, 1956. 


**THAT A LITTLE KNOWLEDGE is a dangerous thing” was said 
long ago, but it is just as true today. 

Although this book by Dr. Meaker is full of information 
pertinent to pregnancy and its complications, it is likely to 
arouse many fears in an apprehensive expectant mother. 

There are few doctors who can write simply and non- 
technically enough to explain medical matters to the laity 
without alarming their patients with mention of possible 
complications. 

This reviewer feels that each general practitioner can 
better personally instruct patients than give them this 
too-technical book to read. It contains both too much and 
not enough information. _—R. ADELAIDE DRaPER, M.D. 


Physiotherapy in Some Surgical Conditions. By Joan E. Cash. Pp. 
350. Price, $5.00. J. B. Lippincott Co., Philadelphia, 1955. 


THIS IS A COMPREHENSIVE VOLUME, covering in some detail 
different types of surgical conditions, including localized 
infection, chest complications, abdominal surgery, surgery 
of the chest, neurosurgery, fractures, etc. 

To the reader, who, from the title, expects emphasis on 
physiotherapy, there may seem to be undue consideration 
of anatomy, physiology and definition of terms. In many 
instances, after detailed description of a surgical condition, 
there is no really useful discussion of the physiotherapy 
for that particular condition. Further, there is no chapter 
totally devoted to physical therapy. Some of the later 
physical therapy methods are not discussed at all. This 
reviewer particularly missed any mention of ultrasonic 
therapy. 

If read in its entirety, the book will enhance the general 
practitioner’s concept of the relationship of physiotherapy 
to surgical conditions. It will also make him aware of the 
ease with which one may neglect use of such physical 
therapy modalities as ultraviolet light, short-wave dia- 
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NEW EDITION OF 


ROSENAU PREVENTIVE MEDICINE AND HYGIENE 
By KENNETH F. MAXCY, M_D., Dr. P.H. with 26 Contributing Authorities 


Extensive revision brings this famous text up to date without change in format or total 
number of pages although almost 30% of the book had to be completely reset. 


It supplies the latest and most authoritative information on preventive medicine and pub- 
lic health and is an invaluable guide for physicians, school and other public health officials, 
medical personnel in the armed services and veterans administration, hospitals, medical 
teaching staffs and students. First revision since 1951. 


81TH EDITION. AUG. 1956. 1477 PAGES. 263 ILLUS. AND TABLES. $15.00 


OBSTETRICS 


By NICHOLSON J. EASTMAN 
11th OBSTETRICIAN-IN-CHIEF, JOHNS HOPKINS HOSPITAL, BALTIMORE 
PROFESSOR OF OBSTETRICS, JOHNS HOPKINS UNIVERSITY SCHOOL OF MEDICINE 
In this major revision, fully fifty per cent of the text matter is new, rewritten, or materi. 
EDITION ally changed. Many new illustrations have been added, including 13 in color. A larger 
and more legible type has been used. Superfluous and outdated material has been deleted. 


—_— The subjects completely rewritten or heavily revised include: 


shock | time labor hormones 
ibr osis O a 
COMPLETELY Treatment of abruptio Water 
Management of habitual Hydatidiform mole Uterine blood flow 
REWRITTEN abortion Premature spontaneous Retrolental fibroplasia 
Post maturity rupture of the membranes Chorioadenoma destruens 
Hypotensive drugs Indirect placentography and choriocarcinoma 

Dr. Louis M. Hellman revised the sections on anesthesia and analgesia, uterine 
inertia, rupture of cesarean section scar and placental morphology, contributed much 
data from his own clinic, shared many tedious editorial chores and rendered other assis 
tance in the over-all revision. 

Dr. Georgeanna Seegar Jones has rewritten the several sections on endocrinology, Dr. 
Roy G. Holly, the sections on iron metabolism and anemia, and Dr. Alan F. Guttmacher 
ADDED the chapter on multiple pregnancy. New material on Rh incompatibility is supplied by 

Dr. Milton Sacks, the embryology chapters have been revised by Dr. George W. Bartelmez. 
SUBJECTS and Dr. Leon C. Chesley has critically reviewed the long chapter on toxemias of preg: 

nancy to include modern developments. 

The important new chapter on Psychiatric Aspects of Pregnancy and Childbearing \ 
Dr. Leo Kanner, a psychiatrist of vast experience, is a model of lucid, sensible and 
readable coverage. 

There is probably no other American text on obstetrics that so fully satisfies all type 
of readers, whether specialists, family physicians with obstetric practice, physicians pre 
paring for their obstetrical “boards”, teachers or undergraduate students. 


PUBLISHED AUG. 1956. 1206 PAGES. 978 ILLUS. $14.00 


AND 
REVISED 
WITH 


121TH EDITION OF PEDIATRICS 


By L. EMMETT HOLT, JR. and RUSTIN McINTOSH 
with 72 Contributors from 51 Medical Schools and Hospitals 


Covering the entire field of modern pediatrics, this new 12th edition is authoritative, clearly 
written and well balanced. It is intelligently conservative in its teaching and is fully docu- 
mented. Full details are given for etiology, pathology, atypical forms, prevention and prophy- 
laxis, laboratory findings, diagnosis and differential diagnosis, treatment and after care, care 
of complications and prognosis. Advances in antibiotic and hormonal therapy, pediatric 
cardiology, body fluid physiology, pediatric surgery and the virus diseases are remarkably 
complete. An essential text for students and a dependable reference for physicians. 


12TH EDITION. AUG. 1953. 1542 PAGES. 262 ILLUS. $15.00 


APPLETON-CENTURY-CROFTS, 35 W. 32nd Street, New York 1, N. Y. 


(Publisher of OSLER’S PRINCIPLES AND PRACTICE OF MEDICINE) 
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thermy, infrared light, and graduated exercises as they 
apply to various conditions. The reader will also be made 
aware of this whole field as one in which expert advice can 
be of great help to many patients in preventing complica- 
tions. 

To sum it up, the generalist can gain much from this 
book if he reads it carefully, cover to cover. Its use as a 
reference is, however, limited. 

—VerneE L. ADAMS, M.D 


The Relationship between Syringomyelia and Neoplasm. By Charles 
M. Poser, M.D. Pp. 98, Price, $3.50. Charles C Thomas, 
Springfield, Ill., 1956. 

SYRINGOMYELIA is an uncommon disorder, whose patho- 
genesis is not yet clearly established. Dr. Poser takes the 
high frequency of coexistence between the neoplasia and 
syringomyelia as a basis for the consideration of the patho- 
genesis of syringomyelia. His paper, based on 234 autop- 
sied cases (224 from the literature and ten additional cases 
from the files of the Columbia University Neurological In- 
stitute), gives details regarding the location of the cavity, 
the relationship between the cavity and the neoplasm, and 
the location and histologic type of the neoplasm. 

This book, which lacks any clinical detail concerning the 
presentation of syringomyelia or, in particular, features 
which might suggest, in the clinical situation, the coexist- 
ence of syringomyelia and tumor of the central nervous 
system, will be of no value to the general practitioner. It 
will be of interest only to workers in neurologic fields and 
for them it presents an interesting collection of data bear- 
ing on the subject. It is also a ready source of references, 
Dr. Poser having reviewed the literature very carefully. 
The review of the literature is excellent from the stand- 
point of accurate reporting and interesting from its col- 
lection of viewpoints. It fails, however, to give any critical 
appraisal of opinions expressed. A paper of this sort, which 
is essentially a collection of data, does not make particularly 
easy reading, but the availability of the facts will overcome 
this defect. There are no illustrations of pathologic find- 
ings, but the presentation and printing is neat and tidy. 

While not suitable for generalists, the book can be rec- 
ommended to neurologists, neurosurgeons and neuro- 
pathologists. 

—Howarp C. NarrziGer, M.D. and DonaLD MACRAg, M.D. 


Roenigen Interpretation of Fractures and Dislocations. By Joseph 
Levitin, M. D. and Ben Colloff, M. D. Pp. 265. Price, $7.75. 
Charles C Thomas, Springfield, Ill., 1956. 


Tuts ook has been expertly thought out from a combined 
radiologic and orthopedic standpoint, and the reader will 
find it both instructive and well written. After he has dili- 
gently perused it to the last page, he will carefully include 
tin his library for future reference. It is a treatise on frac- 
tures as they are seen on x-ray and interpreted therefrom. 
Though at first glance one is sharply jolted by the absence 
of the expected x-ray illustrations, he will soon agree wiih 
the wisdom of the use of line drawings instead. The pur- 
pose of ihe text is well carried out by the use of such draw- 
ings froin both a teaching and a reference point of view. 
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Throughout the volume the various osseous anomalies 
are emphasized and well illustrated. These include the 
navicular os centrali, os triangulare, os vesalianum, os 
trigonum, etc. The knowledge of their existence and the 
ability to recognize them is of prime importance to the 
physician studying an x-ray. The discussion on the navicu- 
lar bone fractures is exceptionally clear, as is also discus- 
sion on lunate bone dislocations. In the discussion of frac- 
tures of the shaft of the radius and ulna, emphasis is laid 
upon the accurate knowledge of the degree of rotation of 
the upper radial fragment. The authors lay stress on ob- 
taining such knowledge through study of the position of 
the radial tuberosity. Once this degree of rotation is de- 
termined, then the forearm can be maintained in the proper 
degree of rotation so as to result in functionally excellent 
healing. The method of determining the degree of rotation 
is that of E. M. Evans, published in 1945. It would have 
been of value had the authors included the original dia- 
grams pertaining to this method as they appeared in 
Evans’ article in the Journal of Joint and Bone Surgery. 

The text is replete with practical points in the recogni- 
tion and even in the treatment of fractures and dislocations. 
In Figure 116 there is an error in labeling of the bones but 
this will certainly be corrected in future editions, as will a 
typographic error on page 114. The chapters on the foot, 
ankle and knee are adequately written, and, in the chapter 
on the hip, there is a discussion of Pauwel’s classification 
of subcapital fractures which is helpful in respect to prog- 
nostication. 

The chapter on the spine would have benefited from in- 
clusion of mention of “oblique spinal views,” especially as 
they pertain to the cervical spine. 

Appendix A includes a well-known bone age chart and 
Appendix B contains pictures of common appliances used 
in internal fracture fixation. These will be found very 
useful. 

This volume is recommended to the radiologist and to 
the general practitioner seriously interested in this field. 
It might also be considered a worthwhile review of modern 
thinking as applied to fractures and dislocations, which 
would be both interesting and rewarding to the general 
practitioner who treats fractures but does not do his own 
radiography. —ARTHUR KOFFLER, M.D. 


Growth at Adolescence. By J. M. Tanner, M.D. Pp. 212. Price, 
$6.50. Charles C Thomas, Springfield, Ill., 1955. 


GROWTH AT ADOLESCENCE unquestionably needed to be 
written. True, there are a few books in which chapters 
are devoted to parts of Tanner’s material. However, his 
monograph is the first to assemble a complete picture, in- 
cluding a full listing of references. 

The title of the book gives a clear idea of the subject 
matter. The technique of presentation is clear and system- 
atic. All aspects of growth are liberally illustrated by 
diagrams, photographs of subjects, and x-ray reproduc- 
tions. 

Presumably, Growth at Adolescence will have instant value 
as a reference work for medical students and their teachers. 
In addition, practicing physicians will find immense value 
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in it. From time to time, most family doctors are confronted 
with problems related to adolescent growth (in patients or 
in their own offspring). This book will enable them to assay 
such problems confidently. _—Hucu H. Hussey, m.n. 


Intestinal Obstructions. 3rd ed. By Owen H. Wangensteen, M.D. 
Pp. 838. Price, $15.50. Charles C Thomas, Springfield, IIl., 
1955. 


Tus is the completely revised third edition of a work 
originally published in 1942. Dr. Wangensteen takes up 
the general problem of bowel obstruction in four categories: 

1. Elucidation of the effects of obstruction and, par- 
ticularly, the resultant consequences of distention upon 
the bowel wall. 

2. Definition of criteria by which timely recognition of 
bowel obstruction can be made. 

3. Critical appraisal of the remedial agents directed at 
the relief of obstruction. . 

4. Special consideration of various clinical types of ob- 
struction. 

Physiologic, pathologic and clinical considerations, with 
emphasis on therapy, including descriptions of operative 
procedures, are all covered in some detail in this compre- 
hensive work. Each chapter is followed by extensive refer- 
ence and bibliography. The author has drawn on his own 
wide experience, on the material of the surgical department 
of the University of Minnesota, and on all the medical 


POLYCYCLINE AQUEOUS 
SUSPENSION ‘125° 


 POLYCYOQUINE AQUEOUS 
‘SUSPENSION ‘250° 


POLYCYCLINE AQUEOUS 
PEDIATRIC DROPS 


POLYCY CLINE 3. 


literature in his field. The result is probably the most 
complete and authentic volume written on this important 
subject. Every general practitioner will derive much help 
in diagnosing intestinal obstructions from this work. [t 
is of especially great help to all those who do abdominal 
surgery. —WU. R. Bryne, 


Synthetic Drugs. By H. Ronald Fleck. Pp. 340. Price, $12.50, 
Elsevier Press, Houston, Tex., 1955. 


‘TREATMENT is always uppermost in the mind of the prac- 
titioner, and any book about drugs—especially one that 
hints that it will deal with newer drugs—has a good chance 
to interest a large number of physicians. The title, Syn. 
thetic Drugs, might lead one to expect a survey of newer 
medicinal agents with at least a certain degree of attention 
given to therapeutics. In spite of the fact that the author 
states that his cherished ambition was “to write a book on 
synthetic drugs which would be of value equally to the 
medical man, the pharmacist and the chemist, and which 
would aim at collating the synthetic, the analytic and the 
clinical aspects . .. ,” it is safe to say that the current 
volume fails to fulfill the author’s cherished dream, at least 
so far as physicians in this country are concerned. 
Drugs are considered in more or less classic groups as, 
for example, anesthetics, antibiotics, autonomic drugs, 
etc., and the monograph on each drug includes the syste- 
matic name, the structural formula, a brief statement con- 
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cerning the synthesis of the drug, its chemical and physical 
properties, analysis and testing, and clinical data. These 
sections are, in general, extremely brief and present noth- 
ing that is not easily available to students and physicians 
in the standard pharmacology and organic chemistry texts. 
The section on clinical data may be adequate for the 
chemist and the pharmacist, but the medical man will be 
extremely disappointed if he expects to get any useful 
information. 

It is unlikely that physicians in this country at least will 
find Synthetic Drugs a particularly helpful book, nor does 
it seem probable that it will become popular with medical 
students. —Jesse D. Risinc, M.D. 


Child Behavior. By Frances L. Ilg, M.D. and Louise Bates Ames, 
Ph. D. Pp. 364. Price, $3.95. Harper and Bros., New York, 
1955. 


CHILD BEHAVIOR consists of material which has been carried 
since 1951 in a newspaper column of the same name by 
Drs. Ilg and Ames. Its contents are for consumption by 
parents, in particular, but it presents considerable pediat- 
ric information in a readable and interesting manner. The 
section on growth is particularly worthwhile. 

Problems which are covered have a familiar ring—re- 
fusal to eat, thumb sucking, bed-wetting, etc. However, the 
subject matter ranges from sex to Santa Claus and modern 
mothers will eat it up. —Kerrn Hammonp, M.D. 


Regeneration in the Central Nervous System. Edited by W. F. Win- 
dle, Ph. D. Pp. 311. Price, $9.50. Charles C Thomas, Spring- 
field, Ill., 1955. 

THE BOOK PRESENTS the experiences of 33 contributors as 

reported to a conference exploring the possibilities of re- 

generation in the central nervous system. The conference 
was sponsored by the National Advisory Council to the 

Institute for Neurological Diseases and Blindness, U.S. 

Public Health Service. 

The results cover regeneration in fishes, amphibians, 
reptiles, birds and mammals, with some data relevant to the 
possibility of spinal cord regeneration in man. The book is 
generally readable without prior technical knowledge of 
the subject matter, well illustrated, and interesting. 

An over-all appraisal of the material presented is ex- 
pressed by R. Gerard, one of the contributors: ““The most 
important point, of course, is that regeneration can occur 
in the central nervous system. This eliminates a vast un- 
certainty, that some negative law of nature forbids re- 
generation ; and, since regeneration is possible, no effort is 
too great to make it practicable.” 

It is upon the eventual practicability that the hope of the 
paraplegic and of his physician will rest. Otherwise, it is 
believed likely by your reviewer that the busy practitione: 
will wish to await the fruition of researches envisioned at 
the conference before engaging in further reading on the 
matter. —J. L. 
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IN WOMEN, 


the preferred broad spectrum 
antibiotic preparation is 


MYSTECLIN 


STECLIN-MYCOSTATIN (SQUIBB TETRACYCLINE-NYSTATIN) 


Usual broad spectrum antibiotic therapy may be 
followed by vaginal moniliasis. Mysteclin supplies 
well tolerated broad spectrum therapy without sub- 
sequent vaginal moniliasis.” 


*Stone, M. L., and Mersheimer, W. L.: “Comparison of side effects of tetracycline 
and tetracycline combined with nystatin.” Antibiotics Annual 1955-56, New York, 
Medical Encyclopedia Inc., 1956, p. 862. 


Vaginal moniliasis following antibiotic therapy 
Oral antibiotic therapy may cause an overgrowth 
of monilia in the vagina, producing vaginal moni- 
liasis with vulvar pruritus and vaginal discharge. 
All women are susceptible, but this complication 
is especially frequent in women who are pregnant 
or diabetic. In many cases, the woman fails to 
inform the physician through embarrassment 0! 
failure to relate the condition to preceding anti- 
biotic therapy. 
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your prescription facts. 


Soft plastic 
3 oz. tube of Lanteen jelly. \ 
New Easy-clean jelly applicator. 
Lanteen flat spring diaphragm of prescribed size. 
_ Universal inserter. A 


The new Lanteen Exquiset reflects the best of milady’s taste—it’s both stylish and 
discreet. Your patient will appreciate your prescription for the Lanteen Exquiset. 
You will have prescribed an effective contraceptive technique, and also taken account 
of her feminine fancy. Another design by Lanteen for better patient-cooperation. 


Physician’s prescription package. 
Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin 
in a tragacanth base. Lanteen jelly and flat-spring diaphragm sets are distributed by George A. Breon & Company, 
1450 Broadway, New York 18, N. Y. (In Canada: E, & A. Martin Research Ltd., 20 Ripley Ave., Toronto, Canada.) 
Manufactured by Esta Medical Laboratories, Inc., Chicago 38, Ill. *Trademark of George A. Breon & Company. 
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AN ACADEMY OFFICER’S PROFILE 


Director Lindner Resumes Busy Schedule 


AFTER BEING SLOWED DOWN by a heart attack last year, 
Dr. Joseph Lindner, Cincinnati, Ohio, a member of the 
Board of Directors of the American Academy of General 
Practice, now finds himself developing his former zest 
for work. 

Philosophically, Dr. Lindner reasons that an illness 
of coronary heart disease is quite an experience. “‘Al- 
though at times it has seemed distressing,” he admits, 
“Tam sure that I have learned a great deal and probably 
am a better person for having had the experience.” 

Dr. Lindner has long been active in Academy circles, 
being the first president of the Ohio chapter, and sub- 
sequently serving on numerous state committees and as 
a member of the chapter’s board of directors. In the 
early years of the AAGP, he served as an Ohio delegate 
to the Assembly. 

Dr. Lindner’s work on a national scale had an early 
beginning. In 1949 he was chairman of the Local Ar- 
rangements Committee at the Academy’s first Scientific 
Assembly which was held in Cincinnati. He was then 
named to the Commission on Scientific Assembly and 
served as program chairman of the Atlantic City Assem- 
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bly in 1952. The following year he was in charge o! the 
scientific exhibits for the St. Louis meeting. 

This native Ohioan’s outstanding service in the 
AAGP culminated in his being unanimously elected to 
the Board of Directors in 1954 during the Scientific 
Assembly at Cleveland. He was already a member of the 
Commission on Education and upon his election to the 
Board, he was appointed chairman of the commission 
and served as such until his illness. 

Dr. Lindner has been active in another branch of the 
Academy, the Southwestern Ohio Society of General 
Physicians. He was that chapter’s first president and 
has held numerous positions which included serving on 
its council and its committee on education. 

Dr. Lindner also has found time to serve on commit- 
tees of the Cincinnati Academy of Medicine and Ohio 
State Medical Association. He has represented the Cin- 
cinnati Academy of Medicine at the Ohio State Medical 
meeting, and in turn was delegate to the American 
Medical Association from Ohio. 

The son of Leonard and Elizabeth Eichler Lindner, 
Cresentville, Ohio, Dr. Lindner was born June 27, 1896. 
He received his A.B. degree from Miami University, Ox- 
ford, Ohio and his M.D. from the University of Cincin- 
nati in 1921. He externed at Christ Hospital, Cincin- 
nati, for one year and spent a second year interning at 
Southern Pacific General Hospital in San Francisco. 

In 1944 Dr. Lindner married the former Mrs. Lucille 
Smith Bauer. He has two children by a former marriage 
—Shelly Ann (Mrs. John M. Henderson) and Joseph, 
Jr. who is also an M.D. Mrs. Peter A. (Eugenia Bauer) 
Nowakoski is a step-daughter. 

Dr. Lindner’s hospital affiliations are with Christ and 
Good Samaritan hospitals. He is on the attending staff 
of the Section of General Practice at Christ Hospital and 
has held various positions in that department. At Good 
Samaritan Hospital he is an associate member of the 
staff in the Department of General Practice. 

Maintaining an extensive interest in industrial and 
private practice, he also finds time to teach medical 
economics at the University of Cincinnati College of 
Medicine. He is a member of Delta Upsilon fraternity 
and a member of Nu Sigma Nu, medical fraternity. He 
served as Nu Sig house organization president for 
30 years. 

Extracurricular activities figure prominently in Di- 
rector Lindner’s life. He is a member of the Clifton 
Kiwanis Club, Ohio Historical and Philosophical So- 
ciety and Christ Episcopal Church. He has served with 
its child welfare group. Politically, he’s a Republican. 

He has a farm where his special interest is raising 
capons. Hobbywise, he plays bridge and since his ill- 
ness, has found the art of making hooked rugs an inter- 
esting pasttime. 
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FirtY-THREE APPOINTMENTS to fill vacancies on Academy 
commissions and committees were made at the April 
28-29 meeting of the Board of Directors at the Palmer 
House in Chicago. The appointments for 1956-57, 
which were the key business on the agenda, were made 
after the board had reviewed suggestions from state 
chapters, past records of Academy members and rec- 
ommendations from both committee chairmen and the 
Executive Committee. 

In addition to the standing committee appointees, 
a Special Committee on International Academy of 
General Practice was announced. This committee will 
study the feasibility of forming an international organi- 
zation. Three Academy past presidents comprise the 
committee. Dr. William B. Hildebrand, Menasha, 
Wis., was named chairman and the other members are 
Dr. U. R. Bryner, Salt Lake City and Dr. Paul Davis, 
Akron, Ohio. 

The Liaison Committee on Civil Defense was re- 
named The Liaison Committee on National Defense 
to conform with the AMA committee. The complete 
roster of committee and commission members, includ- 
ing the new appointees, appeared on pages 11 and 13 
of the June GP and will be published again in Septem- 
ber. 

The two-day session also found the board taking 
action on some 19 other items of business. Other im- 
portant matters were referred to the appropriate com- 
missions and committees and will be reported later 
after action has been taken. 

The items which received the attention and action 
of the board included: 


A report from Dr. Malcom Phelps on his partici- 
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AAGP Board of Directors Appoints 53 to Commission and Committee Roles 


Directors Have Busy Agenda During Two-Day Meeting in Chicago 


pation as the Academy’s representative in a meeting of 
the National Committee on Poliomyelitis Vaccine. . . 

A report from Treasurer Charles E. Martin on the 
Academy’s General Fund, the GP Fund and the 
Building Fund. . . 

A report from Executive Secretary Mac F. Cahal on 
participation in an AMA sponsored medicolegal 
conference. . . 

A report from Mr. Cahal on the Academy’s Invita- 
tional Scientific Congress held in Miami Beach on 
April 2—nearly 300 physicians registered for the 
post-Assembly meeting . . . 


Palmer House Parley—Members of the 1956-57 Board of Directors 
are shown in session during its annual spring meeting, which was 
held in Chicago’s Palmer House. Shown clockwise around the 
table are Drs. Arthur Haines, Charles C. Cooper, Malcom E. Phelps, 
William Sproul, John Walsh, Carleton R. Smith, Fount Richardson, 
chairman; Mr. Mac F. Cahal, Miss Helen Cobb, Drs. D. Wilson 
McKinlay, Joseph Lindner, Fred Simonton, Floyd C. Bratt and John R. 
Fowler. The camera didn’t catch Drs. J. S. DeTar, Charles Martin 
and James D. Murphy. 
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Betcha blew your stack when the 


doc said “‘nix to coffee”’! 


Coffee-loving patients usually resent be- 
ing told to give up their favorite beverage. 
Why not suggest caffein-free Instant Postum 
to take the place of coffee? 


While some of your patients may enjoy 
regular Instant Postum, others may prefer 
new Imitation Coffee Flavor Instant Postum 
—now available for the first time! It’s extra- 
rich and hearty—truly delicious. 


What’s more, Coffee Flavor Instant Postum 


Instant Postum 


No caffein 


Postum is a registered trade-mark of General Foods Corporation 
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Regular and NEW Coffee Flavor = 


| coulda murdered him, till | tried 
a new drink he tipped me off to— 
Coffee Flavor Instant Postum 


offers all the regular Instant Postum benefits. 
It contains no caffein and costs less than a 
penny a cup. 

Made of whole wheat and bran, the Instant 
Postum (Coffee Flavor or regular) in an aver- 
age cupful contains only 10 mg. sodium and 
a mere 16 calories. 


For a gift supply of both: Imitation Coffee 
Flavor and regular Instant Postum, just send 
in the order blank below. 


Postum, Dept. GP-7, Battle Creek, Mich. 


Please send me a Professional Pack of Instant Postum 
consisting of 12 kits. Each kit contains 2 servings of regu- 
lar Instant Postum and 2 servings of Coffee Flavor Instant 
Postum, 


Name 


City and Zone a 
Offer expires January 31, 1957. Good only in continental U.S.A. 
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Discussion of plans for another Invitational Scien- 
tific Congress following the St. Louis Scientific As- 
sembly in 1957... 

Deferment of action on a proposal submitted by 
letter to the board that the board take steps to elim- 
inate state chapter functions during the Annual As- 
sembly which compete with official functions or the 
scientific program. . . 

Adoption of a motion changing the name of the 
Mead Johnson Scholarship Award Committee to the 
“Committee on Mead Johnson Awards for Graduate 
Training in General Practice” . . . 

Approval of a request from the Commission on Hos- 
pitals for an educational exhibit, manned by members 
of the commission, at the annual meeting of the Ameri- 
can Hospital Association in Chicago September 17-20. 
(A meeting of the commission will be held at that 
time also.).. . 

Approval of a request from the Commission on 
Membership and Credentials to hold a commission 
meeting in Chicago on June 10, to establish plans for 
a membership recruitment program. . . 

Adoption of a motion opposing five-year terms on 
commissions, as proposed by the Commission on Edu- 
cation and referred to the board by the Congress of 
Delegates. . . 

Acceptance of an invitation from the University of 
Michigan for participation in its Ninth Annual Con- 
ference on Aging in Ann Arbor July 9-11, and desig- 
nation of a Detroit member to attend. . . 

Discussion on the work of the Committee to Study 
the Joint Commission on Accreditation of Hospitals 
which will report at the June meeting of the AMA... 

Selection of June 11-12-13 as dates for a meeting 
of the Executive Committee in Chicago, during which 
time the Executive Committee, the president, the 
chairman of the Commission on Hospitals and the 
secretary will meet with representatives of the Ameri- 
can College of Surgeons. . . 


Announcement that Chas. Pfizer & Co. had gener- 
ously contributed a sum of $2,000 for the commission- 
ing of an oil portrait of the late honorary member of 
the Academy, Sir Alexander Fleming, to be hung in 
the headquarters building. . . 

Appointment of Dr. Walter Gunn as chairman of 
the Local Arrangements Committee for the 1957 
Assembly in St. Louis. . . 

Approval of a proposal that the headquarters make 
available at cost to state chapters a bronze plaque to 
honor physicians and others who have materially con- 
tributed to the cause of general practice at the local 
level. . . 

Adoption of a motion supporting the AMA resolu- 
tion on the responsibility of the medical profession 
to enforce standards of ethics, and “in so doing re- 
affirm its opposition to fee-splitting, but go on record 
as opposing compulsory audit of staff members’ 
books”. . . 

Adoption of a motion increasing the size of the 
Finance Committee from three to four members, 
and... 

Discussion of plans for the State Officers’ Confer- 
ence to be held at the time of the dedication of the 
headquarters building this fall. The board adopted a 
motion directing that the conference be composed of 
four panels conducted by the four commissions, simi- 
lar to the State Officers’ Conference in Washington. 
The tentative schedule of fall meetings in Kansas City 
is as follows: 

Board of Directors—August 31 and September 1 

Board of Directors and Commission and Committee 
meetings that may be called—September 1—a.m. 

Dedication of Headquarters Building—September 1 
—p.m. 

State Officers’ Conference—September 2—Beginning 
with a conference at 10:00 a.m., luncheon at 12:30 
p-m., adjournment by early afternoon to enable state 
officers to leave for their homes by midafternoon. 


Trends and Events in the Nation’s Capital 


Democrats Wary of Medical Picture 


DEMOCRATIC MEMBERS of Congress are showing 
signs of anxiety at the federal government’s steadily 
growing role as an intermediary in medical care. 

A few weeks ago, when the Senate was considering a 
bill to broaden medical benefits for dependents of mili- 
lary personnel, two of the measure’s supporters con- 
ceded that its enactment would not be without risk. 


GP july 1956 


“It is my opinion,” said Senator John Stennis ot 


Mississippi, “that within the bill there is the framework 
of what could lead to the socializing of the great medical 
profession. I emphasize ‘could lead’ to that. I do not 
believe the bill is intended to, or if soundly administer- 
ed, will lead to that, or that the bill is a step in that di- 
rection. Nevertheless, it creates, as I see it, some possi- 
bilities which could be used as a leap in the direction of 
socialized medicine.” 

The Mississippian’s misgivings were shared even by 
the colleague who had charge of handling the de- 
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vasodilation 
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vasospastic 


increases peripheral 
circulation and 

reduces vasospasm by 

(1) adrenergic blockade, 

and (2) direct vasodilation. 
Provides relief 

from aching, numbness, 

tingling, and blanching 

of the extremities. 
Exceptionally 

well tolerated. 


1LIDAR® BRAND OF AZAPETINE 


HOFFMANN-LA ROCHE INC NUTLEY 


for 
prolonged 
vasodilation 
in chronic 
circulatory 
disorders 


RONIACOL® 
BRAND OF 
BETA-PYRIDYL CARBINOL 
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pendents’ medical care bill in committee and on the 
Senate floor. 

“If the proposed law is administered as it has been 
outlined to us that it will be, it cannot lead to socialized 
medicine any more than the Blue Cross or the Blue 
Shield do,” Senator Richard Russell of Georgia replied 
to Senator Stennis. “But I must say there are some 
elements of discretion which if improperly exercised 
might point in that direction.” 

The episode pointed up two interesting, although not 
widely recognized, facts: (1) Federal participation in 
medical care, both proposed and projected, has made 
great advances during the Eisenhower administration ; 
(2) in contrast with the Roosevelt-Truman regimes, it 
is now the Democrats—not the Republicans—who are 
betraying uneasiness over the government’s ever in- 
creasing prominence in the medical picture. 

Under existing law and pending national legislation, 
every fifth American would be eligible for medical care 
at government expense or with the Treasury bearing 
part of the cost. Veterans and military servicemen ac- 
count for some 25 million of these wards; federal em- 
ployees and their dependents, about four million; serv- 
icemen’s dependents, another three million. In addi- 
tion, there are tens of thousands of merchant seamen 
and Indians who draw medical and hospitalization 
benefits from U.S. Public Health Service. 

The Eisenhower administration initiated the military 
dependents’ care program, which makes government- 
paid health insurance available for those wives and 
children who do not receive their health services in 
government facilities. With the 1956 session of Con- 
gress almost over, it appears doubtful that the White 
House will gain its other objectives: Prepaid health 
insurance for federal employees and their dependents. 
mortgage loan insurance for group practice clinics, and 
subsidies for medical school construction. 

With medical economic issues due to play a larger 
role in the forthcoming election campaigns than ever 
before, it seems inevitable that such national health 
bills as may expire this summer with termination of the 
84th Congress will be reintroduced when its successor 
convenes in January. 


Medical and Death Expenses Up 


Eleven dollars out of every $100 spent by American 
consumers for services are for health services and death 
expenses. A Commerce Department report discloses 
that in 1955 consumer expenditures for services totaled 
$91.2 billion, of which $10.1 billion came under the 
heading ‘Medical Care and Death Expenses.” Hospi- 
talization and drugs, as well as doctor bills, are classified 
under medical care. 
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The only types of services which surpassed this 
grouping dollarwise in 1955 were those incidental to 
housing ($31.2 billion), household operation ($13.6 
billion) and personal business ($12.5 billion). Lesser 
sums were spent for transportation ($7.4 billion), recre- 
ation ($4.9 billion), religious and welfare activities 
($3.4 billion) and various other categories of services. 

Between 1929 and 1955, consumer outlay for medical 
care and death expenses increased 260 per cent—from 
$2.8 billion to $10.1 billion. This represents the greatest 
rise of all categories for this 26-year period. 


Hearings on Hydrocortisone Products 


August 15 is the new date set by Food and Drug 
Administration for opening of public hearings on the 
question of over-the-counter sale of ointments and 
lotions containing hydrocortisone. They were to have 
begun May 23, but a postponement was granted to 
allow interested individuals and organizations more 
time to gather data in support of their positions. 

Hearings will be held in Room G-755 of the Depart- 
ment of Health, Education and Welfare Building in 
Washington. 


VA Pushing Mental Health Program 


The Veterans Administration, whose hospitals have 
made valuable contributions to tuberculosis therapy 
through their cooperative clinical research program 
over the past decade, are undertaking a similar project 
on uses of tranquilizing drugs in mental illness. 

Forty-four veterans hospitals and seven VA mental 
hygiene clinics have signified intention to participate. 
Primary objective of the long range study is to evaluate 
the scores of tranquilizing drugs now in use.—From 


GP’s Special Washington Correspondent. 
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ORN’’ never leaves your office 


A Viso-Cardiette owner finds that service — in many forms — is 
always present. It’s just as if a Sanborn man were always standing by, 
ready to help him get the greatest usefulness from his Viso-Cardiette. 
Here are the ways Sanborn serves you: 


Sanborn Branch Office men, centrally located throughout 
the country, have a direct responsibility towards your complete 
and continuing satisfaction with the Viso. They have special 
abilities, and complete stocks of supplies, accessories and 
instruments are quickly available. 


Viso designers at the home office also may be consulted 
at any time on the technical aspects of special problems. 


The popular, bi-monthly ““Technical Bulletin’’ has been 
sent free-of-charge to owners for the past 35 years. It gives 
you and your technician helpful, current information on ECG 
and BMR testing techniques . .. typical questions and 
answers based on fellow-users’ experience . . . facts about new 
Sanborn equipment and accessories. 


A fourth way Sanborn serves you is through advanced 
instruction available as correspondence courses at small cost. 
The thousands who have completed these courses, together 
with those currently enrolled, attest to their value and 
acceptance. 


Y Your local Sanborn Representative will be glad to tell you in detail 
é about any of these regular services . . . that ‘‘never leave your 
Cambridge 39, Massachusetts office” when you're a Sanborn owner. 
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National Advisory Committee’s Objective 
Is to Keep Safe Polio Vaccine Moving 


PLANS FOR UTILIZING the Salk vaccine supply during 
May and June were outlined at the May 2 meeting of 
the government-appointed National Advisory Com- 
mittee on Poliomyelitis Vaccine which was called by 
Surgeon General Leonard A. Scheele in Washington. 

Dr. Malcom Phelps, Academy president-elect and 
a member of the committee, reports that although the 
vaccine was still in short supply at the time of the May 
meeting the Public Health Service expressed belief 
that drug manufacturers would have a great deal of 
vaccine ready for release in May, June and July. It 
was feared that unless plans were made in advance 
the vaccine might not be moved as rapidly as it should 
be to enable the maximum number of children to have 
protection during the polio season. 

An interesting point brought out at the meeting 
was that there is no evidence available to indicate that 
the vaccine shots should be discontinued during the 
summer or polio season. 

This viewpoint was substantiated by the fact that 
in one Navy housing area in Honolulu all persons were 
given the injection, even during a severe epidemic of 
poliomyelitis. There was prompt control of the epi- 
demic without any indication of provocation. 

Dr. Phelps also said there is sound evidence that 
one injection of the vaccine is very effective in pre- 
venting paralytic polio. 

One of the safety measures which the Public Health 
Service maintains is a surveillance unit which wouid 
very quickly pick up any “‘Cutter” incident. 

Since there may be some danger of serum hepatitis 
where a multiple dose syringe is used, in public 
clinics the accepted modern practice is to use indi- 
vidual sterilized syringes and needles. 

In the matter of distribution, Dr. Phelps reported 
from the meeting: 

(a) The vaccine is allocated to each state based on 
the number of children 1 to 19 and pregnant women 
living in the state. 

(b) The intrastate distribution program is super- 
vised by the state committee. It is the responsibility 
of the state committee to determine how much of the 
state’s allocation should go to the Public Health Serv- 
ice and public clinics, and the amount that should 
go through the usual trade channels. 

(c) As of May 2, a total of 53 million ce.’s of vaccine 
had been released. Eight million doses were released 
tm March and eight and one-half million in April. 
PHS believed there would be a substantial increase in 
these figures in May and June. 

(d) An average of 36.9 per cent of the eligible popu- 
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lation could be furnished the vaccine at federal 
expense. 

(e) At the present time all the states have an Ad- 
visory Committee set up to determine the priority of 
distribution. The state public health service, state 
medical association, and druggists are represented on 
each committee. Most states have used the same dis- 
tribution pattern as other vaccines and biologicals 
released by the Public Health Service. 

(f) Six states turn over all their vaccine to private 
physicians. 

(g) At the present time there is no evidence of a 
black market in polio vaccine. Generally the physicians 
are not violating the recommended age group. 

(h) The manufacturers have been overoptimistic in 
their prediction as to the amounts of their production 
schedule. However, recently they are more nearly 
meeting their estimates. 

(i) The six months’ dating on the package has 
proved to be very conservative. 

There are many laboratories throughout the country 
which can determine whether or not suspected cases 
are actually poliomyelitis infection of polio-like infec- 
tion. If polio-like diseases are encountered these 
laboratories attempt to identify the particular virus 
which is responsible. 

At the meeting Dr. Scheele pointed out that all 
doctors should be encouraged to cooperate with the 
Department of Communicable Disease Control in a 
study of all suspected poliomyelitis. All doctors should 
be educated to the newer aid in diagnosis. 

Dr. Scheele also stressed there should be a joint 
effort of all physicians and health agencies to ad- 
minister at least one dose of the vaccine to all eligible 
persons as soon as possible to obtain the maximum 
benefit in obliterating paralytic polio. 

Representatives of the Academy, American Medical 
Association, American Academy of Pediatrics, Nation- 
al Foundation for Infantile Paralysis and state and 
territorial health officers attended the meeting. 

Just recently, Dr. Hugh H. Hussey, GP’s medical 
editor, was named a member of the AMA’s new eight- 
man Salk Vaccine Committee. The committee will 
gather facts relative to the Salk vaccine and its utili- 
zation in preventing paralytic polio. 


Many Honors and Speaking Engagements 
For President DeTar Early in Term 


Honors and speaking engagements have descended 
upon Academy President J. S$. DeTar, Milan, Mich. in 
great numbers since his inauguration March 21 in 
Washington, D. C. 
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must be avoided 
.--as in HYPERTENSION 


(COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS) 


FOR CHRONIC CONSTIPATION 


KONDREMUL belongs in the picture 
whenever strain-free elimination is a 

R must.” The softening and infiltrating 
KON D RE MUL action of KONDREMUL results in a soft, 
Contains 55% saineval oil; pleasantly well-formed, easily passed stool ... with 
flavored. In bottles of 1 pint. no irritation, griping, or tenesmus. 

also available KONDREMUL is an outstanding mineral oil 
KONDREMUL WITH CASCARA—0.66 Gm. emulsion because of its high stability and 
nonbitter Ext. Cascara/tbsp. ont | f f its oil 
KONDREMUL WITH PHENOLPHTHALEIN he extremely small, uniform size of its 01 
0.13 Gm. phenolphthalein/tbsp. globules, each held firmly in an envelope 

of Irish moss. No unpleasant leakage. 


THE E.L. PATCH COMPANY 


Stoneham, Massachusetts 
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His spring schedule was 
highlighted by “The Dis- 
tinguished Service Cita- 
tion” which he received 
May 9 from Wayne Uni- 
versity. This honor had 
special significance for Pres- 
ident DeTar since the 
donor was his alma mater, 
although it was known as 
Detroit College of Medi- 
cine when he was gradu- 
ated in 1930. 

The citation pointed out 
that Dr. DeTar has been a 
prime force in the advance- 
ment of the social, education and economic fields in 
the Milan community. However,-it went on to state 
that his greatest service has been in organized medi- 
cine where he has served on all levels—tocally, state- 
wide and nationally. The citation specifies: 

“His most cherished ambition is the advancement 
of the general practice of medicine. In recognition of 
service in this field, he is now President of the Ameri- 
can Academy of General Practice. 

“Dr. DeTar’s outstanding record of service, which 
has reflected great honor on the Wayne University 
College of Medicine, is gratefully acknowledged by his 
fellow alumni with the presentation of this citation.” 

The following month, on June 8, Dr. DeTar was 
again honored, receiving a Distinguished Citizen Cita- 
tion from Denison University, Granville, Ohio. Dr. 
De Tar was one of a small number of persons who was 
selected for the award which is presented to persons 
who have distinguished themselves in their own com- 
munities by outstanding and unusual achievements 
and service to their fellow citizens. 

During the AMA meeting in Chicago President 
DeTar was interviewed on the 104-outlet NBC-TV 
“Home” show. The interview was conducted by How- 
ard Whitman, whose program ‘‘News of Medicine and 
Health” is a regular feature of the program. 

Speaking engagements began even before bis in- 
auguration. On March 7 he was the featured speaker 
at the banquet of the College of Medical Evangelists 
Alumni Postgraduate convention in Los Angeles. 

Back in his home state, Dr. DeTar was guest speak- 
er at the April 12 Tri-State Medical Association meet- 
ing in Ann Arbor. His topic was “The Greatest 
Problem Facing American Medicine.” Making a full 
day of it, Dr. DeTar then flew to East Orange, N. J. 
and ut 7 p.m. discussed “The Generalist—the Hospi- 
tals and the AMA” before the Essex County Society. 
On April 18 he addressed the Indiana chapter in 


J. S. DeTar, M.D. 


His Alma Mater 
Honors Him 
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Indianapolis and the following day, he was a guest of 
the Kentucky chapter in Louisville. In Indianapolis 
his topic was “The Academy—After Nine Years. 
What Now?” and in Louisville, he discussed “The 
Renaissance of the Generalist.” 

Dr. DeTar was then a two-day guest, April 24-25, 
of the Iowa State Medical Society in Des Moines. His 
scientific addresses were: “The General Practice of 
Medicine; Its Present Problems and Its Future Status” 
and “Cancer Detection in the Office of the Generalist.” 

Leaving Des Moines, Dr. DeTar arrived the next 
day in Phoenix, Ariz., where he spoke to members of 
the Arizona chapter on “The American Academy of 
General Practice in American Medicine Today.” The 
following day he addressed the Arizona State Medical 
Society, his topic being, “Cancer Detection in the 
Office of the Generalist.” 

On May 25-26, he was in Seattle and Spokane where 
he addressed the Washington State Health Council 
and the Washington State chapter of the AAGP. In 
Seattle he talked on “Leaves from the Book of Another 
State Health Council” before the Washington health 
council. “The Generalist—the Hospitals the 
AMA” was the subject of his address at the Washing- 
ton chapter meeting in Spokane. 

June speaking schedule included a talk to the 
North and South Dakota Academies of General Prac- 
tice in Aberdeen, S. D. on June 5. His topic was “The 
Renaissance of the Generalist.” 

Future speaking engagements include: 

August 22, Pennsylvania State Medical Society, 
Philadelphia, Pa. “Contributions 
Health Made by the Physician.” 

September 7, Colorado State Medical Society, Estes 
Park, Colo. “The Generalist and His Hospital 
Problems.” 

September 19, Ohio Academy of General Practice. 
“Recent Events of Interest to the Generalist.” “Can- 
cer Detection in the Office of the Generalist.” 

October 17, Georgia Academy of General Practice. 
“The Outlook for the Generalist.” 

October 18, Arkansas Chapter of the AAGP. “Recent 
Events of Interest to the Generalist.” 

October 24, Student Body, University of Missouri 
Medical School. *‘What Is a Generalist, and What Does 
He Do?” 

October 24, Missouri Academy of General Practice, 
Jefferson City, Mo. “The Generalist: His Place and 
His Future.” 

December 8, Delaware Academy of General Practice, 
Wilmington, Del. ‘A New Day Has Dawned.” 

January 29, 1957 International Medical Assembly 
of Southwest Texas, San Antonio, Tex. “The Gen- 
eralist—the Hospitals and the AMA.” 
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Gastric Hyperacidity: eticlogy 


People being people, environmental factors contribu- 
tory to gastric hyperacidity are hard to remove, even 
when their role is clearly defined. But, the physician 
has a sure, simple—even pleasant—way of relieving 
the acid distress caused by: 

¢ dietary indiscretion 

* nervous tension 

emotional stress 

* food intolerances 

* excessive smoking 

* alcoholic beverages 
Gelusil promptly and effectively controls the exces- 
sive gastric acidity of “heartburn” and chronic indi- 
gestion. And it affords equally rapid relief in peptic 
ulcer. Sustained action is assured by combining mag- 
nesium trisilicate with the specially prepared alumi- 
num hydroxide gel. 


Free from constipation : Gelusil’s aluminum hydrox- 
ide component is specially prepared: the concentra- 
tion of aluminum ions is accordingly low; hence the 
formation of astringent—and constipating —alumi- 
num chloride is minimal. 


Free from acid rebound: Unlike soluble alkalies, 
Gelusil does not over-neutralize or alkalinize. It main- 
tains the gastric pH in a mildly acid range—that of 
maximum physiologic functioning. 


Dosage—2 tablets or 2 teaspoonfuls two hours after 
eating or when symptoms are pronounced. Each tab- 
let or teaspoonful provides: 714 gr. magnesium trisili- 
cate and 4 gr. aluminum hydroxide gel. 


Available — Gelusil Tablets in packages of 50, 100, 
1000 and 5000. Gelusil Liquid in bottles of 6 and 12 
fluidounces. 


Gelusil’ 


Antacid + Adsorbent 


WARNER-CHILCOTT 
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WHAT A DIFFERENCE a year 
made for Dr. Holland T. 
Jackson, Ft. Worth, Texas. 
Exactly one year to the day 
after he was stricken with a 
coronary occlusion, Dr. 
Jackson had made a mirac- 
ulous comeback and was 
honored as Texas Medical 
Association’s ‘General 
Practitioner of the Year.” 

April 21, 1955 (Coro- 
nary Occlusion Day), was 
a dark date in the life of Dr. 
Jackson, who was then treasurer of the Academy and 
amember of GP’s Publication Committee. Though he 
was convalescing satisfactorily, his doctors advised 
him that he must give up these positions and take it 
easy. 

Then came another spring and life for Dr. Jackson 
on April 21, 1956 was an entirely different story. That 
day was as bright as the preceding April 21 had been 
gloomy. On this day his selection as Texas General 
Practitioner of the Year was announced at a session 
of TMA’s House of Delegates’ meeting in annual 
session at Ft. Worth’s Hotel Galvez. 

The 46-year-old Dr. Jackson is the youngest 
physician ever to receive the honor in Texas. Formal 
presentation of the award was made to him on Tues- 
day, April 24. 

Dr. Jackson’s courageous comeback is an inspira- 
tion to every coronary victim. A few months before 
he was honored by the Texas Medical Association, he 
was back practicing full time in his Ft. Worth office. 
The comeback trail continues for Dr. Jackson who 


Holland T. Jackson, M.D. 


Panelist R. B. Robins Sees Powerful 
Alliance in Medicine and Religion 


MEDICINE AND RELIGION can make an extremely power- 
ful alliance in restoring a sick person to healthful and 
useful living, Dr. R. B. Robins, Camden, Ark. said 
during a recent panel on Theology and Medicine in 
Atlanta, Ga. 

Dr. Robins, two clergymen—Rev. Das Kelley Bar- 
nett of Austin, Tex. and Rev. Roy O. McClain of At- 
lanta—and a Macon, Ga., businessman, Mr. Raymond 
C. Cropper, were participants on this panel which was 
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Happy Comeback from Coronary for Holland T. Jackson 


was also named to GP’s Publication Committee at the 
April 28-29 meeting of the Academy’s Board of Direc- 
tors in Chicago. At the time of his coronary, Dr. 
Jackson was serving as an ex officio member of the 
committee. 

Dr. Jackson was a member of the little group in 
San Francisco that made plans for organizing the 
AAGP before it became a reality in 1947 in Atlantic 
City and was a member of its initial Board of Directors. 
In 1952 he was elected treasurer at the Atlantic City 
Assembly. Less than a month after he had been re- 
elected to his fourth term as treasurer he was felled 
by a coronary. 

That he is able to resume his work and Academy 
duties brings double cheer in Academy circles, for Dr. 
Jackson has been a stalwart in the cause of the general 
practitioner. 

He helped organize the Texas chapter and was its 
second president. During his term in office, the chapter 
held its first scientific meeting. 

As one of the first officers of the General Practice 
Section in the Texas Medical Association, he served 
as secretary and later as its chairman. The section 
was created by delegates from Tarrant County, Dr. 
Jackson’s home community. 

Dr. Jackson, a native Texan, is a member of the 
Ft. Worth Broadway Baptist Church, and is a Mason 
and Shriner. He is a graduate of Trinity University and 
received his M.D. from the University of Texas Medi- 
cal Branch at Galveston. He was formerly on the 
board of Harris Hospital and served as its chief of 
staff. 

Dr. and Mrs. Jackson (the former Clara Eugene 
Mercer) have three children—Donald Jay, Martha and 
Brenda Lee. 


a part of the 106th annual session of the Medical As- 
sociation of Georgia. Mr. Ralph McGill, editor of the 
Atlanta Constitution, was moderator. 

Emotional illness which might be called spiritual 
sickness because it is sickness of the soul is largely 
caused by. the increased tempo of everyday living, Dr. 
Robins said. ‘About 50 per cent of the people who go 
to physicians have emotional trouble as the basis of 
their illness rather than organic illness,” he added. 

**We are a Christian nation and we realize that reli- 
gion enters into consideration with every patient,” Dr. 
Robins stated. The chaplain has a very definite and 
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THIRD REPORT 


ANOTHER HIGHLIGHT ON LECITHIN=-A NATURAL PHOSPHATIDE 


Phosphatides — Clearing Agents of Blood Plasma 


Phosphatides have been found in all vegetable and animal cells. There seems little doubt that they 
are part of the basic structure of protoplasm and also enter into cell metabolism. The most abun- 
dantly found phosphatides are the lecithins, whose surface active properties, when combined with 
proteins and carbohydrates, play an important role as physiologic emulsifiers of fats and oils.' 


The following considerations highlight the importance of adequate lecithin plasma concentrations. 


Phosphatides together with cholesterol are found in plasma in combination with proteins and 
circulate as lipoproteins.2 The phosphatides in plasma protein are believed to be highly essential 
for the stability of the complex colloidal system represented by blood plasma.’ A phosphatide 
content of 30% or more seems necessary to keep the plasma clear and non-lipemic;? lower con- 
centrations will cause the plasma to remain cloudy. (In human plasma lecithin makes up about 
80% of the phosphatides present; others are sphingomyelin and cephalin.?) A constantly cloudy, 
lipemic serum can be considered a sign of disturbed fat metabolism, which has been incriminated in 
the pathogenesis of many serious disturbances. Research on lecithin’s potentially useful role in the 
management of the more complicated forms of deranged lipid and cholesterol metabolism — as 
in essential hyperlipemia, idiopathic familial hypercholesteremia, xanthomatosis and diabetes — 
now being actively conducted. If you are interested in the progress of this research or if you desire 
to have clinical trial supplies, won’t you write to us? 


An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly purified extract 
containing a minimum of 95% phospholipids. It is packed in a specially designed 8 oz. container to 
maintain its purity and freshness and is available at your drugstore. 
Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses (3 tea- 
spoonfuls equal 7.5 grams). 
Administration: “RG” Lecithin is presented i in palatable granules which may be taken plain, in 
milk, in orange juice or other citrus juice, or sprinkled on cereal. 

Literature available on request. 


Bibliography: 1. West, E. S., and Todd, W. R.: Textbook of Biochemistry, New York, The Macmillan Company, 1952, 
p. 184, « 2. Drill, V. A.: Pharmacology in Medicine, New York, McGraw-Hill Book Company, Inc., 1954, p. 64/6. « 
3. Ahrens, E. H., Jr., and Kunkel, H. G.: J. Exper. Med. 90:409 (Nov. 1) 1949. 


GLIDDEN RG’ LECITHIN 


THE GLIDDEN COMPANY + CHEMURGY DIVISION 
1825 North Laramie Avenue, Chicago 39, Illinois 
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important role in the hospital. He said he felt every 
hospital should have a chapel—an interfaith chapel 
where those of Catholic, Jewish or Protestant faiths 
would feel free to go. 

*As a doctor I have noticed that in times of crisis— 
when suffering and fear face people—even individuals 
who are often considered irreligious will turn to God 
in prayer. I have noticed this many times with the pa- 
tient in the emergency room at the hospital or with his 
family and friends at the time when death is approach- 
ing. I believe everybody prays,” he added. 

In stressing the close alliance between medicine 
and religion, Dr. Robins recalled that several years 
ago he had stated he didn’t feel the psychiatrist’s 
couch would ever take the place of the church in solv- 
ing the problems of a frustrated society. 


“I think that it should be routine in our medical 
schools in this country to have their senior classes hear 
lectures from priest, rabbi and minister outlining the 
requirements of various faiths in serious illnesses,” he 
said. 

Dr. Robins added that he felt the clergyman must 
use common sense. He must know what to say and 
what not to say; what to ask and what not to ask; 
when to pray and when not to pray; when to stay and 
when to leave. 

The physician’s objective is to render total care— 
not just physical care, Dr. Robins pointed out. The 
matter of telling the patient the whole truth depends 
upon circumstances. He said there is a point in seri- 
ous illness when nature graciously and mercifully 
dulls the mind. 


22 AAGP Members Served in AMA House of Delegates 


EACH YEAR sees more American Academy of 
General Practice members serving in the Amer- 
ican Medical Association House of Delegates. At 
the AMA’s recent 105th annual meeting in 


J. Pau. Jones, 
Camden, Alabama 


| 

| James M. M.D. 
P. O. Box 472 
Clarksville, Arkansas 


Rurus B. Rosins, M.D. 
Camden, Arkansas 


Donatp Cass, M.D. 
4928 Sunset Boulevard 
Los Angeles, California 


| 

| 

H. FRASER, M.D. 
2500 Bissell Avenue 
Richmond, California 


| R. STANLEY KNEESHAW, M.D. 
405 Medico-Dental Building 
San Jose, California 


H. Tuomas McGurrg, M.p. 
212 Delaware Street 
New Castle, Delaware 


Eustace A. ALLEN, M.D. 
607 Medical Arts Building 
Atlanta, Georgia 


Hoyt BupGe WooLLEY, M.D. 
Jenme Rogers Building 
Idaho Falls, Idaho 


B. E. MONTGOMERY, M.D. 
2 North Vine Street 
Harrisburg, 


H. KENNETH SCATLIFF, M.D. 
4753 Broadway 
Chicago, Illinois 


CLARK BAILEY, M.D. 
Harlan, Kentucky 


Joun S. DeT ar, M.v. 
55 West Main Street 
Milan, Michigan 


Artuur S. Bristow, M.D. 
Bristow Building 
Princeton, Missouri 


F. M.D. 
114 W. C Street 
McCook, Nebraska 


Chicago, the following 22 Academy members 
served as delegates. Academy President Dr. 
John S. DeTar was joined by two past presi- 
dents, Drs. Rufus B. Robins and Paul A, Davis. 


CHARLES F, STROSNIDER, M.D. 
111 East Chestnut Street 
Goldsboro, North Carolina 


Paut A. Davis, M.D. 
633 East Market 
Akron, Ohio 


Cart A. LINCKE, M.D. 
Carrollton, Ohio 


ARCHIE QO. PrrMAN, M.D. 
150 North Third Street 
Hillsboro, Oregon 


GrorGE S. M.D. 
416 Pine Street 
Williamsport, Pennsylvania 


G. SHELLEY, M.D. 
59 West Main Street — 
North East, Pennsylvania 


Joseru B. M.D. 
1014 Medical Arts Building 


San Antonio, Texas 
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Ideal for terminal 
sterilization, too! 

Davol Termi-Caps are 
placed lightly over nipples 
before sterilization begins 
...pressed down with 

a quick twist while bottles 
are cooling. In both methods, 
Termi-Caps stay in place 
while bottle is being re-heated 
... are whisked off when 

it’s time to feed baby. 
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RUBBER COMPANY 


PROVIDENCE 2. R. 


Davol Termi-Caps® minimize 
the possibility of nipple 
contamination right up to 
feeding time. No inverting 
of nipple for storage! No 
uprighting for feeding. Once 
Termi-caps are twisted on, 
hands never come in contact 
with nipple. Can be sterilized 
right with nipples where 
aseptic sterilization is used 
... Slipped over nipples when 
bottles are filled. 


Fit most popular nursing 
units . . . but are especially 
designed for the Davol 
“Anti-Colic’® Nurser... 

the Nurser that can be 
“regulated” to suit each baby’s 
particular feeding pace. 

By loosening or tightening 

the collar, the mother can 
“regulate” the flow, from fast 
to slow, as her baby’s 
appetite demands. Features the 
famous Davol “Anti-Colic” 
Nipple which helps prevent 
air colic, minimizes nipple 
collapse. 
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Academy Member Shealy Portrays Country 
Doctor on “‘Voice of America” Film 


PersONS IN 19 COUNTRIES 
will see Academy member, 
Dr. Walter H. Shealy of 
Sharpsburg, Md., depicted 
as a typical American coun- 
try doctor through a docu- 
mented film which the 
United States Information 
Service has prepared for its 
“Voice of America” pro- 
gram. 


The USIS felt that this 


news film which is called 
“Voice of America”? te 
shed him A Day in the Life of a 


Country Doctor”, would 

provide a refreshing and re- 
vealing antidote to the pernicious propaganda which 
enemies of our way of life spread about America. 

Too often people in other countries think of America 
only as a country of great industries, teeming cities and 
great wealth. They are not acquainted with the every- 
day lives of the common people in rural America. Some 
have liked to portray Americans as a hard and ruth- 
less people with no concern for the common man who 
is pictured as a depressed and down-trodden individual 
living a life of unrelieved hardship. 

Dr. Shealy’s home community, Washington County, 
Md., has been a testing ground for promoting good in- 
ternational relations. The Washington County His- 
torical Society of which Dr. Shealy is president had a 
prominent part in the sister city project with Wesel, 
Germany which received a Silver Anvil Award this 
spring. 

This Sharpsburg physician who has practiced there 
28 years became known to the State Department 
through these projects and was selected by them to 
be characterized in the film. 

The little town of Sharpsburg, population 800, pro- 
vided a good historic setting. It was the site of the 
Battle of Antietam fought during the War Between the 
States. The house Dr. Shealy lives in is 190 years old. 

The film first portrays the locale of his home with 
panoramic shots of Sharpsburg. Then there are scenes 
of Dr. Shealy’s morning office hours, which start at 
8 aM., showing patients entering and leaving his 
office. One scene showed a family group—mother, 
father and baby—all of whom Dr. Shealy had delivered. 
_ Dr. Shealy is pictured on his rounds at the Wash- 
ington County Hospital, Hagerstown, Md., where he is 
a staff member. After that he is shown making home 
calls on his regular patients throughout the country- 
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side, including one to an elderly lady in a small log 
cabin far in the mountain. Dr. Shealy was also depicted 
in friendly, nonprofessional association with his neigh- 
bors and the children in the local elementary school, a 
large proportion of whom he had brought into the 
world. After other scenes showing Dr. Shealy in con- 
sultation with his colleague, the film closed on a note 
of pleasant relaxation with Mrs. Shealy in the evening 
after a hard but average day’s work. 


All 48 States Tally in AAGP Assembly 
Registration Record of 3,530 Physicians 


Every ONE of the 48 states was represented at the Acad- 
emy’s recent Annual Scientific Assembly in Washing- 
ton, D.C. which registered an all-time high physician 
attendance of 3,530. 

Local physicians came out in full force giving the 
District of Columbia top honors with 517 M.D.’s at- 
tending the meeting. Runners-up were Ohio with 306 
and Maryland with 294. States far removed geograph- 
ically also chalked up good marks. 

Also included among the registrants were physicians 
from Alaska, Canada, Iraq, Cuba, Puerto Rico, Turkey 
and Australia. 

The breakdown by states (including the number of 
cities) and countries is as follows: 


M.D. M.D. 
State Registrants Cities State 
Alabama 45 26 New Hampshire 15 
Alaska 1 1 New Jersey 63 
Arizona 8 5 New Mexico 6 
Arkansas 11 10 New York 217 
California 81 55 North Carolina 99 
Colorado 18 9 North Dakota 6 
Connecticut 49 34 Ohio 306 
Delaware 78 18 Oklahoma 23 
District of Columbia 517 Oregon 13 
Florida 51 26 Pennsylvania 188 
Georgia 43 30 Rhode Island 13 
Hawaii ~- South Carolina 37 
Idaho 8 5 South Dakota 10 
Illinois 114 59 Tennessee 71 
Indiana 134 63 Texas 84 
Iowa 33 31 Utah 14 
Kansas 20 14 Vermont i) 
Kentucky 41 27 Virginia 150 
Louisiana 15 10 Washington 17 
Maine 14 12 West Virginia 110 
Maryland 294 83 Wisconsin go 
Massachusetts 70 45 Wyoming 4 
Michigan 174 67 Canada 10 
Minnesota 60 32 Iraq 1 
Mississippi 10 7 Cuba 1 
Missouri 34 14 Puerto Rico 4 
Montana 6 5 Turkey 3 
Nebraska 32 19 Australia 1 
Nevada 4 3 Total 3,530 
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Typical Sanka Booth At Medical 
Conventions All Over The Country 


COFFEE 


Remember how much you enjoyed it? 
You can be sure your patients will, too! 


“Instant Sanka is real coffee—delicious cof- 
fee!” That’s what you said at the medical con- 
ventions, when you tasted your first cup at the 
Instant Sanka booth. 


And how right you are, Doctor. Instant Sanka 
is not a coffee substitute. It’s 100% pure coffee 
—rich and full-bodied. Only the caffein has been 
removed. All the satisfying flavor is there for 
you to enjoy. 

Why not introduce your patients to satisfying 
Instant Sanka Coffee? If they’re sensitive to caf- 


fein, they'll be delighted to learn they don’t have 
to give up coffee—not if they switch to delicious 
Instant Sanka Coffee because Instant Sanka is 
97% caffein-free. 


All pure coffee... 
97% caffein-free 
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Akron City Hospital Again Picked 
By a Mead Johnson Scholarship Winner 


Tuis Jury has special significance for Akron City Hos- 
pital, Akron, Ohio. This is the third time in as many 
years that it has been selected by a Mead Johnson 
General Practice Award winner for his resident train- 
ing. 

Dr. John E. Loudenslager, a graduate of Ohio State 
University Medical School, will commence his work 
there this month, joining Dr. Henry J. Chalfant, award 
winner for 1955-56. Dr. Chalfant will serve his second 
year of residency at the hospital during 1956-57. 

The first of the trio to select Akron City Hospital 
was Dr. Arthur J. Stevenson, who received a scholar- 
ship in 1954. 

The scholarships are provided by the Mead John- 
son Awards for Graduate Training in General Practice. 


1955 Banner Enrollment Year 
For Nation’s Blue Cross Plans 


During 1955 Blue Cross Plans recorded its largest en- 
rollment growth since 1950, according to its yearly 
report which has just been released. The growth figure 
now shows that nearly one out of every three persons 
in the United States is enrolled in Blue Cross. 

“This increase in Blue Cross membership demon- 
strates continued public acceptance of the voluntary 
way to prepay hospital care,” said Richard M. Jones, 
director of the Blue Cross Commission, national coor- 
dinating agency for the plans. 

Last year 3,726,899 persons were enrolled in the 
hospital prepayment program. 

Similar success is being noted in Canada where five 
Canadian Blue Cross Plans serving eight Canadian 
Provinces have enrolled more than 26 per cent of the 
combined population in the areas they serve. 


43 General Practice Residency Programs 
Reviewed by Committee at Chicago Meeting 


Forty-rHREE general practice residency programs 
were reviewed at the May 6 meeting in Chicago of the 
Residency Review Committee for General Practice. Of 
this number, 15 were new ones. All 43 programs had 
been inspected by the field staff since the December 1, 
1955 meeting of the committee. 

Last December the “Essentials of an Approved 
General Practice Residency” were revised. Hospitals 
that have been operating general practice residency 
programs are being asked to bring their program into 
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agreement with the revised “Essentials” before their 
next review. New programs, of course, are required to 
meet the “Essentials” before they are approved. Copies 
of the revised “Essentials” and other material are 
available at the Academy headquarters in Kansas City. 

The Residency Review Committee for General Prac- 
tice which is a subcommittee of the Council on Medical 
Education and Hospitals of the AMA, the approving 
agency of all programs, is comprised of six members. 
The American Academy of General Practice has three 
members on the committee—Dr. William J. Shaw, Fay- 
ette, Mo.; Dr. Jesse D. Rising, Kansas City, Kas. and 
Dr. Louis F. Rittelmeyer, Jr., Jackson, Miss. The 
other members are Dr. Andrew Bunten, Cheyenne, 
Wyo.; Dr. James M. Faulkner, Boston, Mass. and Dr. 
Edward H. Leveroos, Chicago, Ill. The Academy’s Dr. 


Shaw is chairman of the committee. 


Dr. Cyrus W. Anderson, Denver, Colo., was 
named president-elect of the Association of 
American Physicians and Surgeons at its 13th 
annual meeting April 5-7in Columbus, Ohio. 
Dr. Anderson has just completed a term as a 
member of the Academy’s Board of Directors 
and the Executive Committee and as chairman 
of the Commission on Legislation and Public 
Policy. 
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qutst DIALS..., 


AND PressinG THis 


Basal Metabolism 


paratus, you put in four Rclen 
(age, height, weight and sex) and 
the patient puts in the fifth—the 
time factor. The BasalMeteR com- 
putes these factors electrically 
and gives you an accurate basal 
‘metabolic 


CHARTS, NO 
GRAPHS, NO 
SLIDE RULES, NO 

HEEL” CALCU- 
LATORS, NO CON- 
S ONS, NO 

OXYGEN. 


ALL DIALS: MALE — Outer 
FEMALE —Inner scale 


Here is a long-awaited, long-needed sim- 
plification in metabolism test apparatus! 

No “wondering” about human error iS) 
with the BasalMeteR. At conclusion of 

the test, you press a button and read SCOSHSSSSSHSTSSSSSSSSSSSHSSHSSSSSSOSSSSOSSESEEE 
the result in terms of a plus or minus in 
percentage of normal. It’s as simple as 
that, and just as reliable. Find out now, 
without obligation, about this newer, 
better BMR unit! 


THE LIEBEL-FLARSHEIM CO., GP 
Cincinnati 15, Ohie 


Gentlemen: Please send me, without obli 
tion, your 6- brochure describing the 
new L-F BasalMeteR. 


GP Volume XIV, Number! 


4 | 
Ga) 
| 
e 
| 
172 


Medical News in Small Doses: 


Tue ACADEMY RECENTLY EARNED another honor in the 
public relations field—becoming the recipient of an 
“Award of Excellence” given by the Public Relations 
Association of Kansas. The Academy was cited for its 
public relations program during 1955, being judged in 
the External Non-Profit category. The awards were 
presented at the association’s annual luncheon held 
during a two-day public relations institute at the Uni- 
versity of Kansas. . . . Two members of the North Caro- 
lina Academy of General Practice, Dr. G. Grady Dixon 
and Dr. J. Streeter Brewer, have been presented Dis- 
tinguished Service Awards for Medical Leadership by 
the University of North Carolina Medical School. Dr. 
Dixon’s citation came as a result of his outstanding 
work and long time service on the State Board of 
Health. Dr. Brewer was named for outstanding leader- 
ship in the Medical Society of the State of North Caro- 
lina and membership in the State Medical Care Com- 
mission. . . . Recently two memorials honoring the late 
Sir Alexander Fleming (honorary member of the 
AAGP) were unveiled in London. One of the busts 
which was unveiled in Chelsea Town Hall by Lady 
Fleming was done by Mr. Frank Kovacs, the designer 
of the Coronation Medal. Sir Alexander lived in Chel- 
sea from 1921 until his death last year. . .. Congress- 
man Walter Judd of Minnesota, the only Academy 
member in Congress, was guest speaker at the second 
annual banquet of the Student American Medical As- 
sociation held recently in Chicago. Dr. Judd is now 
serving his seventh consecutive Congressional term 
after spending 20 years in China as a medical mis- 
sionary. . . . The 1956 winners of the Albert and Mary 
Lasker Foundation Awards in Planned Parenthood are 
Dr. Warren O. Nelson, medical director of the Popu- 
lation Council who is on leave from his post as pro- 
fessor of anatomy at the University of Iowa, and Dr. 
Robert C. Cook, a lecturer in medical genetics at George 
Washington University School of Medicine. ... Dr. 

Marjorie E. Conrad, Academy member from Wilming- 
ton, Del., has been elected president of the Wilmington 

Quota Club. Dr. Conrad is chairman of the 1956-57 

committee on Mead Johnson Awards for Graduate 

Training in General Practice. ... An article in the 

April Medical Economics advises physicians that the 

best way to get along with labor unions is: (a) Never 

offer a special fixed fee schedule as a concession; (b) 

When you meet with a union, consult management 

too; (c) Work as closely as possible with Blue Cross- 

Blue Shield and (d) Offer a health insurance plan that’s 


adequate for the entire community and not just for 
r. 
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“assured—another 


E. M. Age 43. Asthma of 16 years’ duration. 


No louger relieved with epinephrine — jitters and 


cardiac palpitation instead. To date, a period 
of over two years, BRONKEPHRINE has 
repeatedly brought relief without side effects.1 


As asthma advances in chronicity from 
mild through moderate to severe, few 
things are more disheartening to the 
physician (and frightening to the patient) 
than a parallel advance in drug tolerance. 
Increases in dosage often produce no 
more than an increase in side effects. It’s 
a therapeutic point of no return that de- 
veloping complications, emphysema and 
bronchostenosis, serve to emphasize. 
BRONKEPHRINE staves off complications 
longer than most drugs, because it re- 
mains effective longer. One of the heart- 
ening qualities of BRONKEPHRINE is the 
fact that its prolonged use engenders a far 
lower incidence of tolerance in the pa- 
tient than does epinephrine.! This sup- 
ports the conclusion that BRONKEPHRINE 
is “...far more than just a substitute for 
epinephrine.”! 

Going a step further, BRONKEPHRINE’S 
low level of excitation,!,2.3 described as 
much less than that of epinephrine, is 
not only a strong reason for its use in 
asthma in children,! but is also a factor 
favoring its use in any asthmatic. 


However important BRONKEPHRINE’S lack 
of tolerance and lack of excitation may 
be, its lack of pressor action, compared 
with other agents, is “most notable.”! 
BRONKEPHRINE’s potent bronchodilating 
action is distinguished by its lack of 


million 


Bronkephrine 


(ethylnorepinephrine Breon) 


pressor effects.!.3-6 This means that even 
hypertensive asthmatics may now receive 
effective anti-asthmatic therapy without 
the risk of increased blood pressure. 


BRONKEPHRINE® (ethylnorepinephrine 
Breon), for either intramuscular or in- 
travenous injection—your drug of choice 
for any asthmatic—is available in 10 cc. 
multidose vials, containing 2 mg. 
BRONKEPHRINE in each cc, 


BRONKEPHRINE—another exclusive, qual- 
ity-controlled parenteral offered from 
Breon, your House of Advanced Office 
Parenteral Medication. 


We will be pleased to send you more in- 
formation, or a clinical sample for your 
practice. George A, Breon & Company, 
1450 Broadway, New York 18, N.Y. 


1. Foland, J. P.: Postgrad. Med. 18:397, 
1955. 2. Schulte, J. W.; Reif, E. C.; 
Bacher, J. A.; Lawrence, W. S., and 
Tainter, M. L.: J. Pharmacol. & Exper. 
Therap. 71:62, 1941. 3. Bubert, H. M., and 
Doenges, J. P.: Bull. School Med. Univ. 
Maryland 31 (No. 1), 1946. 4. Tainter, 
M. L.; Pedden, J. R., and James, M.: 
J. Pharmacol. & Exper. Therap. 51:371, 
1934. 5. Pedden, J. R.; Tainter, M. L., 
and Cameron, W. M.: J. Pharmacol. & 
Exper. Therap. 55:242, 1935. 6. Hart- 
man, M. M.: Ann. Allergy 3:366, 1945. 
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News from the State Chapters 


HosPirALs AND CLINICS that employ doctors on a salary 
basis “reap profits from the doctors’ services,” Acad- 
emy vice president, Dr. William M. Sproul of Des 
Moines, Ia., charged at a luncheon meeting of a sym- 
posium on pediatrics of the Utah chapter April 12-13 
in Salt Lake City. 

Dr. Sproul said “hospitals are helping to sign their 
own death warrant by fighting the medical profession” 
in trying to legalize the employment of physicians by 
corporations. He did not put all the blame on hospitals. 
Some of it went to members of the medical profession 
who are not abiding by the code of ethics of the AMA. 

This code is violated, he said, “when a physician 
disposes of his professional services to any hospital, 
lay organization, group or individual under terms or 
conditions which permit exploitation of the services of 
the physician for the financial profit of the agency con- 
cerned.” 

Dr. Sproul also warned that union-sponsored closed 
panel health and medical plans that sell the services of 
physicians for profit are “growing at an alarming rate 
in the United States.” 

Another special guest at the Utah meeting was Con- 
gressman William A. Dawson from Utah who was the 
banquet speaker. He spoke on the new farm bill and its 
effect on the medical profession, proposed amend- 
ments to existing social security laws, and the pending 
Jenkins-Keogh bill which would allow self-employed 
persons, such as doctors, to set aside tax-exempt money 
for their own retirement. 

In regard to the Jenkins-Keogh bill, the Utah Con- 
gressman said he did not look for it to pass both Houses 
this year, but he expected that some satisfactory legis- 
lation would be worked out eventually. 

He noted that since 1927 corporations have been 
permitted to deduct the cost of pension and retirement 
programs for their employees as a business expense, 
with the corporations’ contribution to such funds being 
labeled “nontaxable.” 

The Jenkins-Keogh bill, he explained, would mean 
that a self-employed person could set aside up to 
$5,000 a year before taxes for a retirement fund or an- 
nuity that could be drawn upon after he turned 65. 

More than 400 doctors and guests attended the sym- 
posium which featured some 25 speakers. Dr. T. E. 
Robinson was general chairman of the program com- 
mittee. 

At a breakfast-business meeting, Dr. Milo C. Moody 
of Spanish Fork was installed as president succeeding 
Dr. J. Poulson Hunter of Salt Lake City. Dr. L. D. 
Nelson of Ogden was elected president-elect and Dr. 
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Utahans Elect New Officers—Af a recent meeting of the Utah chapter 
held in Salt Lake City, Dr. Milo Moody was named president. 
The officers are Dr. Aaron Ross, re-elected treasurer (left to right), 
Dr. L. D. Nelson, president-elect, Dr. Moody and Dr. J. Poulson Hunter, 
retiring president. 


Aaron B. Ross, also of Ogden, was re-elected secre- 
tary-treasurer (see cut). 

Other business conducted included the passing of 
a resolution favoring establishment of a department of 
general practice at the University of Utah College of 
Medicine. The chapter felt this would help relieve the 
serious shortage of general practitioners for rural areas 
in the state. 

Certificates of appreciation were awarded to past 
chapter presidents: Drs. J. Poulson Hunter, Russell 
Hirst, W. Ezra Cragun, Earl F. Wight, Myron L. 
Crandall, A. R. Demman, Jesse J. Weight and T. E 
Robinson. 

Mrs. Leslie B. White of Salt Lake City was chairman 
of the Ladies’ Entertainment Committee. Wives were 
entertained at a luncheon, followed by a reading of a 
play and were guests at the annual chapter banquet. 
During the last-day sessions they attended an illus- 
trated lecture on Utah’s resources and economics. 
> Dr. Lawrence E. Leigh, retiring president of the 
Kansas chapter, played a leading role in the chapter’s 
sixth annual scientific meeting held April 30 in Topeka 
during the state medical society session. Dr. Leigh of 
Overland Park presided over the business meeting and 
moderated a roundtable discussion. Participating in 
the roundtable were the day’s scientific speakers—Drs. 
Wyatt Norvell of New Castle, Ky. and Paul C. Williams 
of Dallas. Dr. Victor B. Buhler of Kansas City moder- 
ated a luncheon-clinicopathologic conference. 

New officers who were elected at the business meet- 
ing are: president, Dr. Conrad M. Barnes, Seneca; 
president-elect, Dr. Bruce P. Meeker, Wichita; vice 
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more effective than one 
or two pints of tap water 
or salt solution 


FLEET‘ENENA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
.. and less irritating than soap suds enemas. 


Established 1869 
Cc. B. FLEET CoO., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho © Soda (Fleet), a modern laxative of choice. 
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president, Henry B. Sullivan, Sr., Shawnee and secre- 
tary-treasurer, Dr. Cloyce A. Newman, Topeka (see 
cut). 

An evening of cocktails, dinner with guest speaker, 
Mr. Orville Roberts of Sinclair Pipe Line Company, 
and dancing climaxed the meeting. 
> Iilinois chapter officers and registrars were guests at 
a recent dinner meeting of the Illinois Commission on 
Education. Other guests included Dr. Granville A. 
Bennett, dean of the University of Illinois College of 
Medicine, Dr. Richard H. Young, dean of North- 
western University School of Medicine and Dr. A. H. 
Ryan, acting dean of the Chicago Medical School (see 
cuts). 

Dean Young congratulated the chapter on fostering 
a distinct type of postgraduate medical education, such 
as the chapter’s program, ‘‘Medicine for Today.” Plans 
for the 1956-57 program were discussed, and registrars 
from the 18 school points were invited to comment on 
the effectiveness of the program in their localities. 

Next year’s course will include four sections, the 
last one in two parts: The Millennium in Obstetrics ; 
Modern Concepts of Infectious Disease in Infants and 
Children; The Emergency Room; Hematologic Prob- 
lems in Everyday Practice and Enigmas in Treatment. 

Registration totaled 304, including 96 wives, at the 
Illinois chapter’s May 3 symposium on office proce- 
dures and clinical medicine which was held in Peoria. 

Dr. L. F. Roblee of Lockport, chairman of the IAGP 
board of directors; Dr. George Schwerin of Chicago, 
president of IAGP; Dr. S. M. Scalzo of Peoria, past 
president, Peoria chapter and Dr. Dewey M. Roberts 
of Alton, immediate past president of the IAGP were 
moderators of the sessions. 

The speakers and their subjects were: Harry Shay, 
M.D., Temple University, Philadelphia, Pa., ‘“Diag- 
nosis and Management of Jaundice”; William P. 
Given, M.D., Cornell University Medical School, New 
York City, “Obstetrical and Gynecological Emer- 
gencies”; John G. Young, M.D., Southwestern Med- 
ical College, University of Texas, Dallas, “Behavior 
Problems”; James B. Brown, M.D., Washington Uni- 
versity, St. Louis, Mo., “Plastic Surgery”; C. Gordon 
Johnson, M.D., Tulane University, New Orleans, La., 
“Hormonal Therapy”; and Russell S. Fisher, M.D., 
University of Maryland, Baltimore, ‘Medicolegal 
Problems.” 

Carleton R. Smith, M.D., Peoria and John R. Boyd, 
M.D., Oak Park, IIL., spoke at the symposium luncheon 
for doctors and their wives. Dr. John R. Bender, Wins- 
ton-Salem, N.C., was scheduled to speak but was pro- 
hibited from coming because of weather. 
> Dr. Norman R. Booher of Indianapolis was installed 
as president of the Indiana chapter during its eighth 
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Kansas Holds Election—.Vew Officers of the Kansas chapter were 
elected during its annual scientific meeting held April 30 in 
Topeka, Dr. Bruce Meeker (left to right), was elected president-elect; 
Dr. Cloyce Newman, secretary-treasurer; Dr. Henry B. Sullivan, Sr., 
vice president and Dr. Conrad M. Barnes, president. 


Education Discussion—I/linois medical school deans and chapter 
officers gather for an informal talk on the chapter’s education 
programs. Seated left to right are Dr. Leonard F. Roblee, chapter 
board chairman; Dr. Richard H. Young, dean, Northwestern Uni- 
versity Medical School; Dr. John R. Boyd, education commission 
chairman; Dr. Granville A. Bennett, dean, University of Illinois 
College of Medicine; Dr. A. H. Ryan, acting dean, Chicago Medical 
School and Drs. William H. Walton and John C. Smith, members, 
Illinois commission on education. 


Commission Dinner—Among those attending the recent dinner 
meeting of the Illinois chapter commission on education were 
Drs. J. R. Burnett (left to right), H. March , 0. A. 
Phipps, Carleton R. Smith, Bernard E. Bolotoff, A. |. Doktorsky, John 
C. Smith, A. H. Ryan, Richard H. Young, W. H. Walton, John R. Boyd, 
Leonard F. Roblee, Granville A. Bennett, Robert Fonner, Armand Litt- 
man, Louis A. Dvonch, Carl G. Sachtleben, Dale Sunderland and J. 
G. Gustafson. 
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NEW 


are co t push-button type 
on an attractive, functional panel. 
MORE COMPACT 
FULL SENSITIVITY 
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RUGGEDIZED CONSTRUCTION 


207 MAIN STREET 
WORCESTER, MASS. 


We invite your inquiry for literature and 
prices on this superb instrument. 


In announcing the new Electrocardiograph Model 
260, EpDIN CoMPANny has made a truly significant 
advance in the field of cardiology. For this excel- 
lent instrument weighs less than 25 pounds .. . 
compared to 30 pounds for previous models. Yet 
in spite of its light weight, it is of rugged design 
and offers an exceptional degree of accuracy in 
performance. 


It features ruggedized internal construction, so it 

may be left in your car, and carried on house and 
emergency calls. You can rely on it to produce 
precise cardiograms whether you're at the hos- 
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annual scientific session April 18-19 in Indianapolis. 
Other new officers elected during the meeting were 
Dr. James L. Lamey of Anderson, president-elect; Dr. 
Edward C. Voges of Terre Haute, vice president; Dr. 
Frances T. Brown, treasurer. Mr. Charles G. Dosch is 
executive secretary. Delegates to the Assembly are 
Drs. Booher and Bernard E. Edwards of South Bend. 
Drs. Frank H. Green of Rushville and E. Keith Ham- 
mond of Paoli are alternates. 

Preceding the opening of the two-day scientific ses- 
sion the chapter’s house of delegates convened follow- 
ing a meeting of officers, directors, past presidents and 
chairmen of committees. The day closed with a dinner 
for state and district officers, past presidents, directors, 
delegates and committee chairmen. 

Dr. George F. Parker was the opening speaker for 
the scientific session the following day. Others on the 
program were Dr. E. W. Dyar of Indiana University, 
Dr. Palmer Eicher of Indianapolis, Dr. Robert J. Rohn 
of Indiana University, Dr. Oglesby Paul of Chicago 
and Dr. Thomas H. Burford of Washington University, 
who delivered the Founders’ Lecture. 

The final day’s scientific program included papers 
by Drs. L. H. Kornafel and James P. Elkins of Indian- 
apolis, Dr. A. L. Lichtman of New York Polyclinic 
Medical School and Hospital and Dr. Ovid O. Meyer 
of the University of Wisconsin Medical School who 
presented the Past Presidents’ Lecture. Dr. Horace 
M. Banks of Indianapolis was moderator of a patho- 
logic conference. Conference panelists were Drs. Hunt- 
er F. Kennady and Charles Y. Knowles of Indianapolis. 

Mr. Byron Emswiller, an Indianapolis attorney, 
closed the session with a talk on “Why Your Malprac- 
tice Insurance Costs So Much.” Total registration was 
a record 580, with members making up 281 of this 
number. 

On the extracurricular side, special buffet luncheons 
were held both days of the scientific program and the 
last evening a dinner was held for new officers and 
directors. At the annual banquet (see cut), Academy 
President J. S. DeTar of Milan, Mich. was guest speak- 
er. His topic was “The American Academy of General 
Practice Is Growing Up.” 

Ladies’ program chairman, Mrs. Frank H. Green, 
arranged a luncheon during which ‘The Twelve Little 
Girls” provided a program of novel songs. Mr. Bob 
Waggener of “The Sampler,” Homer, Ind., opoke < on 
“The Story of Cherry Furniture.’ 
> During the 121st annual meeting of the Tennessee 
State Medical Association in Memphis, the Tennessee 
chapter conducted a scientific program and business 
session on Monday April 9. Moderating the symposium 
on peripheral vascular disease was Dr. Arthur W. 
Green of Memphis. Panelists were Drs. William T. 
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Presidential Applause—Dr. J. S. DeTar, Academy president (left 
to right), applauds as Dr. Frank H. Green, retiring president of the 
Indiana chapter, receives a plaque from new chapter president, 
Dr. Norman R. Booher, on behalf of the chapter. The award, pre- 
sented during the annual meeting in Indianapolis, is in appre- 
ciation of Dr. Green’s services in office during the past year. 


Satterfield of Memphis; Dr. John T. Carter of Ger- 
mantown and Dr. Robert A. Davison, also of Memphis. 

The session closed with a business meeting and 
election of officers. They are: president, Dr. Julian K. 
Welch of Brownsville; vice president, Dr. Arthur W. 
Green of Memphis; secretary-treasurer, Dr. John P. 
Lindsay of Nashville. New delegates are Drs. James E. 
Holmes of Memphis and Ralph E. Cross of Johnson 
City. Alternates are Drs. James H. Collins of Memphis 
and L. A. Killeffer of Harriman. 

The following day the chapter held its annual ban- 
quet for members and wives. Dr. Barton McSwain, 
professor of surgery at Vanderbilt University School 
of Medicine in Nashville, presented a banquet address 
on tumors of the breast. The dinner-meeting closed 
with installation of officers. 
> On May 25 and 26 in Spokane the Washington chap- 
ter held its annual scientific meeting. Academy Presi- 
dent J. S. DeTar, Milan, Mich. was guest speaker at 
the banquet which also included a business session 
and election of officers. 

Dr. Erroll W. Rawson of Seattle, Washington chap- 
ter president, presided at the opening scientific session 
and gave the welcoming address. Several out-of-state 
speakers—Dr. A. Lee Lichtman of New York Polyclinic 
Medical School, Dr. E. Grey Dimond of University of 
Kansas, Drs. Goodrich Schauffler and F. Bentley of 
Portland, Ore.—participated in the two-day program. 
Dr. Herbert L. Hartley, editor of Northwest Medicine, 
spoke to the group the closing day. The director of 
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sate institutions, Dr. Thomas Harris, was a luncheon 
speaker. 

The Washington chapter reports it is sending a 
subscription to GP to each of the medical fraternities 
at the University of Washington. 

At a recent meeting of the Spokane (Washington) 
chapter, Dr. Leon E. Pollock was elected president, 
Dr. S. E. Shikany was elected vice president and Dr. 
John R. Cole is new secretary-treasurer. Speakers for 
the meeting were Dr. Harry P. Lee, Dr. D. Wilson 
McKinlay, a member of the AAGP Board of Directors 
and Dr. R. McC. O’Brien. 

On April 21 the Columbia Basin (Washington) chap- 
ter was formed at the Elks Club in Pasco. The chapter 
is composed of doctors from four counties: Benton, 
Franklin, Adams and Grant. 
> New officers of the Kentucky chapter were installed 
at its fifth annual scientific meeting April 18-20 in 
louisville. Dr. Julian B. Cole of Henderson is the new 
president, Dr. Eugene M. Holmes of Middletown is 
vice president and Dr. Keith P. Smith of Corbin is 
secretary-treasurer. Dr. W. E. Becknell of Manchester 
who was named president-elect will be installed during 
next year’s meeting on April 23, 1957, in Louisville. 
> The West Virginia chapter held its fourth annual 
scientific meeting at the Daniel Boone Hotel in Charles- 
ton on April 14-15. Scientific speakers included: Drs. 
Stuart Cullen, University of Iowa; Alton Ochsner, 
Tulane University; Waltman Walters, Mayo Founda- 
tion; Henry Harkins, University of Washington ; Aaron 
Arkin, University of Illinois; Russell Cecil, Cornell 
University ; T. S. Danowski, University of Pittsburgh; 
Harry Gold, Cornell University ; Leroy Sloan, Univer- 
sity of Illinois; Garfield G. Duncan, Jefferson Medical 
College; Robert Greenblatt, Medical College of Geor- 
gia; Richard TeLinde, Johns Hopkins University; 
Robert Willson, Temple University; Meredith Camp- 
bell, New York University; Bernard Judovich, Univer- 
sity of Pennsylvania; Francis Lederer, University of 
Illinois and Paul Williamson, general practitioner who 
formerly directed the Department of General Practice, 
University of Tennessee. 

Panel discussions were conducted both days. Ban- 
quet speaker, Dr. Richard Shackelford, assistant pro- 
fessor of surgery at Johns Hopkins University, spoke 
on “Draping the Iron Curtain.” 
> The Southwestern (Pennsylvania) chapter jointly 
sponsored a recent meeting dealing with the office 
procedures and clinical medicine which was attended 
by 395 doctors. This is believed to be one of the 
largest medical meetings ever held in Pittsburgh. 

Moderators were Drs. Wm. A. Perer and W. B. 
Carson, Jr., both Academy members from Pittsburgh. 
Rabbi Sotomon B. Freehof gave a luncheon talk. 
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lowa Luncheon—A portion of the Iowa chapter is shown at a chapter 
luncheon during the annual meeting of the state medical society 
held in Des Moines April 24. 


Disaster Meeting Recess—Medical techniques during disaster were 
discussed at a symposium sponsored recently by the Michigan chapter 
and held the day following a tornado in the Grand Rapids area. 
Shown here during a recess are Drs. Milner S. Ballard (left to right), 
Fred C. Brace, president of the Western Michigan chapter, Eugene 
Sevensma, Bernard Kool, al! of Grand Rapids and Dr. F. P. Rhoades 
of Detroit. 


Ladies entertainment featured a singing group and 
the ‘Exercise Lady” of KDKA-TV. 

A one-day course was sponsored by the Philadelphia 
(Pennsylvania) chapter Sunday, April 29 at Hahne- 
man Medical College and Hospital. The program, mod- 
erated by Dr. William Likoff, associated professor of 
medicine at Hahneman, was on diagnostic and thera- 
peutic advances in cardiovascular disease. Speakers 
were Drs. Harry Goldberg, Joseph F. Uricchio, Clar- 
ence Denton, George D. Geckeler, Daniel Mason, 
Nathaniel G. Berk, Lowell L. Lane, Franklin C. Massey 
and Charles P. Bailey. 
> A charter was presented recently to the Ventura 
County (California) chapter, the 25th in that state. 
Dr. Charles A. Preuss of Santa Barbara, state chapter 
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HEDULIN 


(Phenindione Walker) 
. it is our feeling that, at present, this [phenin- 


dione] is the oral anticoagulant of choice.” 
Breneman, G. M., and Priest, E. McC.: Am. Heart J. 50:129-35, 1955. 


phenindione seems to be a more satisfactory 


anticoagulant at this time.” 
Wood, J. E., Jr.; Beckwith, J, R., and Camp, J. L.: J.A.M.A. 159:635, 1955. 


ED LI permits dependable 


ee prothrombin control with little 


risk of dangerous fluctuation 


HEDULIN is not cumulative in effect — provides greater uni- 
DOSAGE 4 to 10 tablets (200 to 500 formity of action and ease of maintenance. 


.) initially, half in th - 
HEDULIN is rapidly excreted — therapeutic effect dissipated 


nance dosage (on basis of within 24-48 hours, if withdrawal becomes necessary. 


prothrombin determination daily 
for first days), 50 to 100 mg. HEDULIN acts promptly— producing therapeutic prothrom- 


daily, divided as above. bin levels in 18-24 hours. 


AVAILABLE en prescription through HEDULIN requires fewer prothrombin determinations—only 


all pharmacies in original bot- one every 7-14 days after maintenance dose is established. 
tles of 100 and 1,000 scored 


tablets (50 mg. each). HEDULIN’s anticoagulant action is rapidly reversed by 
vitamin K, emulsion. 


Also available in 20 mg. tablets for prophylaxis. 


WRITE FOR LITERATURE AND TRIAL SUPPLIES 


LABORATORIES, INC. 


MOUNT VERNON, NEW YORK, U.S.A. 
$ & H-7043-SS1201 
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presilent, presented the charter to Dr. Harry E. 
Barker, who accepted it on behalf of the new chapter. 
> The St. Louis (Missouri) chapter sponsored a spring 
symposium on Sunday, May 27, with all doctors in the 
area being invited. Dr. George Crile, Jr. of the Cleve- 
land Clinic headed the list of scientific speakers. Others 
were Drs. W. A. Sodeman of the University of Mis- 
souri; Willard Bartlett of St. Louis University and 
Ralph A. Reis of Northwestern University. Dr. P. C. 
Hall was program chairman. This is the first sympo- 
sium the chapter has conducted on its own. 

Activities were planned for the ladies under the 
chairmanship of Mrs. Chas. O. Metz, wife of the chap- 
ter president. 

The meeting closed with a cocktail hour and dinner 
for the doctors and their wives. 
> Donald K. Ross of Milwaukee has been named execu- 
tive secretary of the Milwaukee (Wisconsin) chapter. 
Mr. Ross, an assistant professor of journalism at Mar- 
quette University, will be in charge of all business, 
administrative and public relations functions of the 
chapter, as well as editing The Milwaukee GP News- 
letter, the first of which was published in April. 

His duties will be conducted temporarily from the 
office of the chapter president, Dr. Joseph S. Devitt, 
944 N. Jackson St., Milwaukee. 


GP Quiz Answers 
Questions appear on pages 119-120. 
Question 
Number Answer Issue 
a (2) GP January, page 82 
2. @) GP January, page 97 
3. (1) GP February, page 96 
4. (2) GP February, page 117 
5. (3) GP January, page 84 
6. (5) GP February, page 81 
7. (2) GP March, page 119 
8. (5) GP March, page 132 (Medigrams) 
9. qa) GP March, page 88 
10. (4) GP Abril, page 69 
1k. (2) GP April, page 77 
12. (2) GP May, page 120 
13. (5) GP May, page 103 
14. (1) GP May, page 116 
15. (2) GP April, page 117 
16, (2) GP June, page 104 
17. (3) GP June, page 103 
18. 1-E; GP June, page 76 
2-C; 
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Better 

and more 
efficient 
service to 
your 


patients 
with 


The BURDICK 


ULTRASONIC 
THERAPY UNIT 


The prolonged relief from tenderness and pain which 
ultrasonic therapy brings to such intractable conditions 
as bursitis, sciatic neuralgia, spondylitis and inflamma- 
tory myalgias makes treatment with ultrasound highly 
gratifying to both patient and physician. 


Shorter treatments required with ultrasound save time 
for the physician and much fatigue and discomfort for 
patients. Such saving can mean “better and more effi- 
cient service”* for all your patients, 


The Burdick Ultrasonic Therapy Unit is built to 
Burdick’s usual high standards to give years of 
trouble-free service. 


*Matlin, E.: Ultrasonics in General Practice, M. Times 83:788 
(Aug.) 1955. 


For a demonstration — see your Burdick dealer 
For information — write us today 
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High Incidence of Arthralgias 


in Women Past Forty May be Due 


to Ovarian Decline 


Replacement Therapy Provides Prompt Relief of Estrogen Deficiency Syndrome 


Joint dysfunctions between the ages 37 and 54 
are five times as frequent in females as in males; 
the arthralgic process is “. . . usually limited to 
the period of transition during the menopause.”' 
The incidence rate of general musculo-skeletal 
effects related to declining ovarian function 
about 40 per cent.*” 


The complete equine estrogen-complex pro- 
vides rapid relief from symptoms of the 
menopause and the pre- and postmenopausal 
syndromes and, in addition, produces a gratify- 
ing “sense of well-being.” 


The symptoms of ovarian decline are numer- 
ous and varied. Well known are the vasomotor 
symptoms characterized by hot flushes and palpi- 
tations; the emotional and neurogenic symptoms 
including headache, insomnia, irritability, and 
fatigability; and the musculo-skeletal symptoms 
ranging from vague pains, arthralgias and myal- 
gias to postmenopausal osteoporosis. 


In the words of Malleson,® the syndrome is 
. unpredictable and often disguised. There is 
no regular order in which symptoms may occur...” 


The onset of symptoms can be any time dur- 
ing the years approaching the menopause, or in 
the years that follow. Ovarian decline may begin 
relatively early (in some cases during the fourth 
decade) and may be reflected by a variety of mis- 
leading symptoms which often are not accom- 
panied by the classic menopausal manifestations. 


By the same token, even an asymptomatic 
menopause may be followed by a number of post- 
menopausal symptoms. These “. . . can occur in 
the mid-seventies,” and “. . . can be relieved by 
estrogen therapy.” 


184 


To relieve the distressing symptoms of ovarian 
decline, the maintenance of adequate estrogen 
levels in the patient throughout the period of 
transition provides rational therapy and allows 
for a more gradual readjustment of endocrine 
balance. Carter and Schorr* recommend that es- 
trogenic therapy “be given in amounts which 
achieve maximal well being . . .” 


Thousands of physicians have made 
“Premarin” their choice for oral estrogen therapy 
because it provides prompt symptomatic relief 
and imparts a “sense of well-being,” which is 
most gratifying to the patient. 


‘*Premarin’”’ presents all the naturally 
occurring components of the equine estro- 
gen-complex in water-soluble form. “Premarin” 
is well tolerated. Has no odor. Imparts 
no odor. 


RECOMMENDED DOSAGE 


“Premarin”. is initially given in daily doses of 
1.25 mg. But, if after four or five days this dose 
proves insufficient, the dosage may be increased 
to 2.5 and up to 3.75 mg. daily. When symptoms 
are under control, the dosage may be gradually 
reduced to a maintenance level of 0.625 mg. 
daily or less. Divided daily doses are recom- 
mended to achieve a more constant blood level 
and thus increase therapeutic effectiveness. Cyclic 
therapy in approximately 21 day courses with 
rest periods of five to seven days is recommended. 


Bibliography available on request. 
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